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DRUG TREATMENT PROG RAMS AND THE 
CRIMINAL JUSTICE ?fYSTEM: MAKING 
TREATMENT WORK 


WEDNESDAY, JULY 22, 1998 

House of Representatives, 

Subcommittee on National Security, 
International Affairs, and Criminal Justice, 
Committee on Government Reform and Oversight, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 10:11 a.m., in room 
2154, Rayburn House Office Building, Hon. John L. Mica (acting 
chairman of the subcommittee) presiding. 

Present: Representatives Souder, Mica, Barr, Barrett, and Turn- 
er. 

Staff present: Robert Charles, staff director and chief counsel; 
Dale Anderson, senior investigative counsel; Amy Davenport, clerk; 
Michael Yeager, minority counsel; and Amy Wendt, minority staff 
assistant. 

Mr. Mica. Good morning. I would like to call this meeting of the 
Subcommittee on National Security, International Affairs, and 
Criminal Justice to order. Good morning, everyone. Thank you for 
coming. I apologize for the delay in getting started this morning, 
but this is an important hearing and I appreciate your attendance. 

This is the latest in a series of hearings on drug treatment and 
drug testing. Today, we will hear from two distinguished panels of 
experts in drug treatment. We will also hear some contrary points 
of view. Accountability in this area is extremely vital, and that is 
why we are searching as a congressional committee, through this 
hearing and other hearings, for the most effective type of drug 
treatment. We need to know exactly what works and what doesn’t 
work. 

Initially, let me say that we spend in excess of $3 billion Federal 
tax dollars on drug treatment annually. It is an astounding 
amount. In that context, we hear a lot of statistics about drug 
treatment and its effectiveness. 

For that reason, the Speaker of the House and many of us in 
Congress have joined in a bipartisan request that the General Ac- 
counting Office determine where Federal dollars are being spent 
and whether those dollars, in fact, are being spent effectively. We 
have now received the GAO’s report, and we will hear testimony 
about this report. 

In addition to GAO, on the first panel, we will also hear from Dr. 
Donald Vereen, General McCaffrey’s deputy; Dr. Marsha Lillie- 
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Blanton, a drug treatment expert; Dr. Sally Satel, a clinician who 
will explain to us from firsthand experience how the war should be 
fought; Dr. Eric Wish, a researcher with a broad range of experi- 
ence in the community of treatment scholars will also join us; and 
Mr. Ray Soucek, president of Haymarket. He will explain drug 
treatment process and the role of spirituality in the recovery proc- 
ess. 

The second panel today has been assembled to explain more spe- 
cific aspects of the treatment problem. Mr. Bryan Hill and Mr. Ar- 
thur Pratt will discuss treatment from the perspective of correc- 
tional facilities. Dr. Douglas Lipton and Dr. Faye Taxman will con- 
clude by sharing with us their expertise on treatment within the 
broader criminal justice system. This is an arena where there is 
consensus on at least one issue: No one is for addiction. This issue 
rises above party, above partisan politics or above ideology. What 
we are trying to do here is to truly identify where we should chan- 
nel our precious and sometimes limited Federal funds in an effort 
to successfully treat addicts. If we all listen to these witnesses with 
open minds, I think we can all come away with ideas that hopefully 
will make a big difference. 

Personally, I think this is one of the most important hearings 
this Congress will face because drug addiction and the problem of 
illegal narcotics and narcotics use among our population, as we 
know, has escalated. Our prisons are filled to the brim, we have 
over 2 million people behind bars. My local sheriff, in a hearing we 
held in my county, testified that 70 percent of the people behind 
his prison walls who are in State prisons, that he sent to our State 
facilities, are there because of drug problems or drug crimes or 
drug addiction. This is an incredible problem. 

The other thing that personally concerns me is the addiction 
level and increased drug use by our young people, and there is 
nothing that will tear at your heart strings more than to hear of 
a parent who has a young son or daughter who is addicted to nar- 
cotics and they have tried the various treatment programs and 
nothing succeeds. 

We have been fortunate in central Florida to have some faith- 
based programs that have been very successful, a 90-percent suc- 
cess rate. When we spend billions of Federal tax dollars on treat- 
ment programs that are not effective, we have a very serious prob- 
lem; and we also have hundreds of thousands of parents who are 
at wit’s end trying to resolve their personal problems with youth 
that have gone astray and they can’t find treatment that works. So 
this, indeed, is a very important hearing for the Congress and for 
those parents and for the future of those young people who have 
fallen into addiction. 

I am now pleased to recognize the ranking member of this panel, 
the distinguished gentleman, my colleague, Mr. Barrett, for his 
opening statement. 

Mr. Barrett. Thank you, Mr. Chairman, and good morning to 
our panels of witnesses. This hearing will focus on the effectiveness 
of drug treatment programs, particularly in the criminal justice 
system, and the potential treatment to combat drug abuse and all 
of its attendant social problems; crime, health care costs, social 
welfare costs, and lost productivity. 
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In January, the National Center on Addiction and Substance 
Abuse at Columbia University released a comprehensive study on 
the relationship between drug abuse and the growing prison popu- 
lation in our country. According to the study, the prison population 
in Federal and State systems has exploded over the past two dec- 
ades. Between 1980 and 1996, the number of inmates in the United 
States more than tripled, from roughly 500,000 people to more than 
1.7 million. Drug abuse accounts for the lion’s share of this in- 
crease. 

In the State prison system, convictions for drug violations ac- 
counted for 30 percent of the increase. In the Federal system, 68 
percent of the increase is attributable to drug violations. The Co- 
lumbia study confirmed other research in what many of us believed 
intuitively, that recidivist offenders are most likely drug abusers. 
In State prisons, 41 percent of first-time offenders use drugs regu- 
larly. Compare that with two-time offenders, 63 percent of whom 
abuse drugs. Of those offenders who had 5 convictions or more, 
over 81 percent were regular drug users. The Columbia study con- 
cluded that our failure to provide adequate drug treatment pro- 
grams in prisons was a missed opportunity to reduce crime and the 
myriad taxpayer cost associated with drug use. 

The key question today is basic: Does drug treatment work? If 
the answer to that question is ‘Tes”; and that appears to be the 
consensus among health care professionals, social scientists, and 
experts in the criminal justice field, what can we do to optimize 
treatment outcomes and get the biggest bang for our buck? What 
ingredients are necessary for a successful drug treatment program? 
What systems need to be in place to maximize the impact of treat- 
ment, especially in our jails and prisons? How effective are drug 
courts in putting these ingredients together? And what can we in 
Congress do to make the system better? 

I look forward to hearing the testimony of our witnesses today. 
We also expect to be joined shortly by Representative John Con- 
yers, the distinguished ranking Democratic member of the Judici- 
ary Committee. He will speak briefly about a bill he and I intro- 
duced together in March. The purpose of this bill, which is sup- 
ported by the Justice Department and Office of National Drug Con- 
trol Policy, is to free up prison construction funds and allow the 
States, if they choose, to spend the money on appropriate drug test- 
ing and drug treatment in the prisons. It is one important way to 
help break the cycle of drugs and crime. 

Thank you, Mr. Chairman, and I look forward to hearing from 
the witnesses. 

[The prepared statement of Hon. Thomas M, Barrett follows:] 



4 


Statement of Representative Tom Barrett 
Hearing on Drug Treatment Programs and the Criminal Justice System 

July 22, 1998 

Thank you Mr. Chairman, and good morning to our two panels of witnesses. 
Today's hearing will focus on the effectiveness of drug treatment programs, 
particularly in the criminal justice system, and the potential of treatment to combat 
drug abuse and all of its attenjdant social problems — crime, health care costs, social 
welfare costs, and lost productivity. 

In January, the National Center on Addiction and Substance Abuse at 
Columbia University released a comprehensive study on the relationship between 
drug abuse and the growing prison population in our country. According to the 
dy, the prison population in federal and state systems has exploded over the past 
two decades. Between 1980 and 1996, the number of inmates in the United States 
more than tripled, from roughly 500,000 to more than 1 .7 million. Drug abuse 
accounts for the lion's share of this increase. In the state prison system, convictions 
for drug violations accounted for 30% of the increase. In the federal system, 68% of 
the increase is attributable to drug violations. 

The Columbia study confirmed other research and what many of us believed 
intuitively — that recidivist offenders are most likely drug abusers. In state prisons, 
41% of first offenders used drugs regularly. Compare that with 2-time offenders — 
63% of whom abused drugs. Of those offenders who had 5 convictions or more, 
over 81% were regular drug users. The Columbia study concluded that our failure to 
provide adequate drug treatment programs in prisons was a missed opportunity to 
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reduce crime and the myriad taxpayer costs associated with drug use. 

The key question today »• and one that I will pose to every witness, is basic — 
Does drug treatment work? If the answer to that question is yes — and that appears 
to be the consensus among health care professionals, social scientists, and experts in 
the criminal justice field - then what can we do to optimize treatment outcomes and 
get the biggest bang for our buck? What ingredients are necessary for a successful 
drug treatment program? What systems need to be in place to maximize the impact 
of treatment, especially in our jails and prisons? How effective are drug courts in 
putting these ingredients together? And what can we, in Congress, do to make the 
system better? 

I look forward to hearing the testimony of our witnesses today. We expect to 
be joined shortly by Representative John Conyers, the distinguished ranking 
Democratic member of the Judiciary Committee. He’ll speak briefly about a bill that 
he and I introduced together in March. The purpose of the bill, which is supported 
by the Justice Department and the Office of National Drug Control policy, is to free 
up prison construction funds and allow the states, if they choose, to spend that 
money on appropriate drug testing and drug treatment in the prisons. It's one 
important way to help break the cycle of drugs and crime. 
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Mr. Mica. I thank the gentleman for his opening statement and 
I am pleased now to yield to the gentleman from Texas, Mr. Turn- 
er, for an opening statement. 

Mr. Turner. Thank you, Mr. Chairman. I welcome our witnesses 
as well, and I do agree, Mr. Chairman, that this is probably one 
of the most important issues this Congress can deal with. Having 
been active in trying to work not only here in Congress but pre- 
viously in the Texas Legislature in combating drugs and supporting 
drug treatment efforts, I must say that I think it is important for 
us to recognize at the outset of this hearing that progress in drug 
treatment and success in drug treatment oftentimes is incremental 
and difficult to measure. And what some would consider a failure 
in terms of the statistics might in fact, in truth, be success rates. 
So it is a very difficult area. 

I want to also say that in Texas, we have experimented success- 
fully with funding faith-based drug treatment programs. And while 
it is very true that successful drug treatment programs must con- 
tain certain elements to be sure that they are working properly, 
the overlay of the emphasis on faith-based programs oftentimes has 
proven in Texas to be very successful. And so, though I think it 
would be an error to say that any program operating under the 
name of a faith-based program would be worthy of funding and 
worthy of support, I have found that there are many faith-based 
programs that operate on very sound principles, and when operated 
under those sound principles, the addition of a faith-based empha- 
sis has proven very successful. 

We understand that getting off drugs involves a very personal 
commitment on the part of the person receiving treatment, and of- 
tentimes faith can be an important element in assisting them to 
successfully get off drugs. So I look forward to hearing from our 
witnesses today, and I am hopeful that the hearing will be produc- 
tive and that this Congress can move forward in fighting the prob- 
lem of drug abuse that is so widespread in this country. 

Thank you, Mr. Chairman. 

Mr. Mica. I thank the gentleman. At this time, I would like to 
welcome our first panel of experts. We have Dr. Donald Vereen, 
who is the Deputy Director of the Office of National Drug Control 
Policy. We have Dr. Marsha Lillie-Blanton, and she is an Associate 
Director of the U.S. General Accounting Office. Dr. Sally Satel is 
a psychiatrist at the Oasis Clinic. Dr. Eric Wish is director for the 
Center for Substance Abuse. Mr. Raymond Soucek is president of 
the Haymarket Center. 

I am pleased to welcome our panelists. This is an investigative 
and oversight subcommittee of Congress, and we do swear in all of 
our witnesses, so if you would please stand and raise your right 
hands. 

[Witnesses sworn.] 

Mr. Mica. The record will reflect that the witnesses answered in 
the affirmative, and, again, I am pleased to welcome each of you 
to our panel this morning. Some of you I know have testified before 
and may be familiar, but we do try to limit your verbal and oral 
comments to this subcommittee to 5 minutes. If you have lengthy 
statements or additional material which you would like made a 
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part of the record, we will do that by unanimous consent. So we 
ask you to adhere to that rule. 

And we will proceed at this time, first, by welcoming and recog- 
nizing Dr. Donald Vereen. Sir, you are recognized, and welcome. 

STATEMENTS OF DONALD VEREEN, M.D., DEPUTY DIRECTOR, 

OFFICE OF NATIONAL DRUG CONTROL POLICY; MARSHA 

LILLIE-BLANTON, ASSOCIATE DIRECTOR, GENERAL AC- 
COUNTING OFFICE; SALLY SATEL, M.D., PSYCHIATRIST, 

OASIS CLINIC; ERIC WISH, DIRECTOR, CENTER FOR SUB- 
STANCE ABUSE; AND RAYMOND SOUCEK, PRESIDENT, 

HAYMARKET CENTER 

Dr. Vereen. Good morning. On behalf of Director McCaffrey, I 
would like to thank the committee for the opportunity to testify 
today on the critically important matter of drug treatment in the 
criminal justice system. 

As members of this committee well know, drug treatment is an 
essential component of our national strategy. You are familiar with 
the strategy that was developed to break the cycle of drugs and 
crime and reduce the hard core drug user population. 

I am especially pleased to have the opportunity to address this 
issue now when Congress is approaching final decisions on the fis- 
cal year 1999 National Drug Control Strategy and Budget, and it 
is of course important and the hope of Director McCaffrey and my- 
self that the Congress will adopt the strategy and the budget as 
the interrelated whole that they represent. 

It is very important to emphasize that the whole and its integrity 
is what is important, and treatment is a very important part of 
that and treatment within the criminal justice system. 

But before I do that, it is important to recognize the members of 
this committee. Congressman Mica, your comments were right on 
target. The motivation, the experiences that you shared with us, 
make it very clear why this is an important issue and an important 
problem to tackle. 

I want to recognize Chairman Hastert and Representative Bar- 
rett for your leadership in this area, and also to thank Representa- 
tive Cummings for his support. 

I have a written statement and I would like to ask that it be 
made a part of the record for the proceedings. 

Mr. Mica. Without objection, so ordered. 

Dr. Vereen. I will be very brief. 

The Congress has provided consistent bipartisan support for the 
drug treatment research agenda. The drug research budget has 
gone from $194.4 million in 1992 to $323.5 million in 1998. That 
is a 66.4-percent increase. 

As the former Special Assistant to the Director of Medical Affairs 
at the National Institute on Drug Abuse, I am aware and appre- 
ciative of the budget support. Today, I ask the committee to con- 
sider the fruits of that research by assisting the Office of National 
Drug Control Policy in bringing Federal policy and resource alloca- 
tion into agreement with what the research has been teaching us. 
It is a very important point that we will try to underscore here. 

First, the research has demonstrated that drug treatment has a 
consistent and significant positive impact on criminal behavior, 
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drug use, employment, and disease transmission with its associated 
health care costs. We have several studies documented in the lit- 
erature that have been submitted. 

But, I have a picture to show you. Could we put this up quick- 
ly — so that you get a visual sense of the effects of drug treatment 
on the kinds of outcomes that we are interested in. 

In terms of illicit drug use, there is a 50-percent decrease in il- 
licit drug use after treatment. A particular study shows this de- 
crease, on average, is effective 1 year and 18 months out. The point 
is there is a significant decrease in illicit drug use after treatment. 

Drug selling behavior decreases even further. We are presenting 
this in the positive, with nearly 80-percent reduction in drug sell- 
ing behavior. A decrease in arrests in the 1-year period after drug 
treatment is at 60-percent, a 60-percent decrease. There is more 
than 40-percent decrease in homelessness, another important out- 
come to observe. It is important to illustrate that drug use and its 
consequences are broad, and intervention at this level has broad 
outcomes as well. 

As a recent Harvard study noted, even given its present state of 
development and uneven application when compared to other life- 
saving interventions, drug treatment, in terms of net cost, life ex- 
pectancy gain, and a couple other issues, substance abuse treat- 
ment ranks in the top 10 percent. For example, drug treatment 
compares at the same level of the successful treatments of diabetes 
mellitus, asthma, and hypertension. From the same set of issues 
that are associated with those chronic diseases and the outcomes 
associated with the treatments by the established medical profes- 
sion, drug treatment compares very favorably at the same level. 

Second, the research has identified areas in which drug treat- 
ment should and can be improved. Today I can say to you with con- 
fidence that we know how to deliver effective drug treatment and 
rehabilitation services. Our challenge is to make this information 
available in a clear and persuasive manner. We are working very 
hard on that. 

Third, the research has identified areas in which current Federal 
policy and resource allocations run counter to what we know. We 
must make a course correction if we are to get the biggest public 
safety and public health bang for our buck. 

Now a brief note on other recent scientific findings. Last week, 
the Family Research Council released the results of their poll of 
American voters. They found that 68 percent of those polled believe 
that providing drug treatment to inmates before they are released 
will reduce future crime. Even more impressive, 76 percent sup- 
ported coercing addicts who commit crime into drug treatment pro- 
grams. The source and the substance of these findings reinforce the 
practical sense of the American people and the nonpartisan nature 
of the growing national consensus on the importance of drug treat- 
ment. The science is clear, and quite apparently the American peo- 
ple have an understanding of this. The science is supporting what 
people are thinking and believing, and vice versa. 

Finally, I respectfully ask the members of the committee and the 
entire Congress to join us in implementing the strategy. The strat- 
egy and drug budget are made up of mutually supportive and inter- 
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dependent parts, the resulting whole being greater, but requiring 
all of the parts. 

We congratulate the House on its strong support for increasing 
the substance abuse block grant and drug court programs. On the 
other hand, we are quite disappointed that the modest $85 million 
drug intervention program, which would allow the Department of 
Justice to expand the “Breaking the Cycle'' initiative by supporting 
testing treatment and graduated sanctions to more communities 
did not receive support. All of these are essential to our progress 
in breaking the cycle of drugs and crime. Without these elements, 
the very integrity of the 10-year strategy is threatened. 

Furthermore, I think we can all agree that Federal policy should 
encourage, not hinder, State implementation of proven approaches. 
Congress should allow States to use Federal prison funding for 
testing and treatment and use Federal prison treatment funds for 
post-incarceration, transitional, and followup services. They are 
critical, and these simple steps, we believe, will bring our actions 
into closer conformance with our knowledge and that our return on 
our research investment then will be obvious. Thank you for your 
time and I look forward to answering any questions you may have. 

[The prepared statement of Dr. Vereen follows:] 
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KXECLTIVE OFFICE OF THE PRESIDENT 

OKFICt OF NATIONAL URLO CONTROL POI.K Y 
VVdshington, D.C. 2050J 


Statement of Donald R. Vereen, Jr.» MD, MPH 
Deputy Director, Office of National Drug Control Policy 
before the House Committee on Government Reform and Oversight - 
Subcommittee on National Security, International Affairs, 
and Criminal Justice, July 22, 1998 


On behalf of Director McCaffrey, I would like to thank the Committee for the 
opportunity to testify today on the critically important matter of drug treatment in the criminal 
justice system. As members of this committee well know, drug treatment is an essential 
component of our National Strategy to break the cycle of drugs and crime and reduce the 
hardcore user population. I am especially pleased to have this opportunity now, when the 
Congress is approaching final decisions on the FY 1999 National Drug Control Strategy and 
budget. It is of course the hope of Director McCaffrey and myself that the Congress will adopt 
the Strategy and budget as the inter-related whole they represent. The integrity of the Strategy 
hinges on implementation of all its elements. 

Before I move on to the topic, I would like to recognize the members of this Committee 
for your commitment to reducing illegal drug use and its consequences. Chairman Hastert, 
Representative Barrett, we appreciate your leadership. I would also like to thank Representative 
Cummings for his steadfast support. I have prepared a written statement and I ask that it be 
made part of the record of these proceedings. My oral statement will be brief 

The Congress has provided consistent, bi-partisan support for the drug treatment research 
agenda. The diiig treatment research budget has gone from $194.4 million in 1992 to $323.5 
million m 1998 an increase of 66.4%, with a 1999 request of $353.8 million, an increase of 
30.3%. 


As the former Special Assistant to the Director for Medical Affairs at the National 
Institute on Drug Abuse, I am keenly aware and appreciative of that support. Today, I ask the 
Committee to consider the fruits of that research and assist the Office of National Drug Control 
Policy in bringing Federal policy and resource allocation into agreement with what the research 
has taught us. 


DRUG TREATMENT IS EFFECTIVE 

Research has demonstrated that drug treatment has a consistent, significant, positive 
impact on criminal behavior, drug use, employment, and disease transmission with its associated 
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health care costs. As a recent Harvard study (“Five Hundred Life-Saving Interventions and Their 
Cost Effectiveness’') noted, all substance abuse treatments rank in the top 10 percent of life-saving 
interventions, in terms of net cost and life expectancy gain. This is the case, even given the present 
state of development and uneven application of drug treatment. 


SROS-1998 

The Services Research Outcome Study (SROS) of the Substance Abuse and Mental health 
Services Administration (SAMHSA) is the largest long-term study of treatment effectiveness. 
SROS studied outcomes for a national sample representing l.l million individuals five years 
after discharge from treatment in 1989 and 1990. Because SROS addressed drug treatment as it 
existed in 1989 and 1990, and because it included individuals who dropped out of treatment after 
a very short time, modest results might be expected. However, SROS found: 

• 2 1 percent (1 56,000) fewer users of any illicit drugs, five years after discharge; 

• cocaine users were reduced by 45 percent, 

• marijuana users by 28 percent, 

• crack users by 17 percent, and 

• heroin users by 14 percent. 

• In addition, SROS found: 

• 14 percent (126,000) fewer users of alcohol; 

• 56 percent (48,000) fewer stealing cars, 

• 38 percent (50,000) fewer breaking and entering, 

• 30 percent (101,000) fewer selling drugs, 

• 23 percent (28,000) fewer victimizing others; 

• 38 percent fewer injecting drugs, and 

• 34 percent fewer homeless. 

Longer stays in treatment predicted greater reductions in alcohol and drug use and criminality. 
SROS found certain areas of significant challenge. Forty-nine percent were readmitted for an 
average of two episodes during the follow up period: 77 percent of those treated for heroin use, 
69 percent of those who previously had three or more episodes of outpatient methadone 
treatment, 65 percent of those who had dropped out of treatment within the first week, and 61 
percent of those treated for crack use. Those under age 18 at the time of discharge actually 
experienced increases in alcohol and crack use and drug-related crime. 

In summary, longer stays in treatment predicted greater reductions in alcohol and drug use and 
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criminality. 


DATOS - 1997 

The Drug Abuse Treatment Outcome Study (DATOS), sponsored by the National Institute on 
Drug Abuse, compared before and after treatment behaviors of 10,010 drug abusers in nearly 100 
treatment programs, representing various treatment modalities in 1 1 cities. A random sample of 
nearly 3,000 patients interviewed 12 months after treatment yielded the following findings; 

• Among participants in outpatient methadone treatment, the number of weekly heroin 
users decreased 69 percent, weekly cocaine users decreased 48 percent and illegal activity 
decreased 52 percent. 

• Among participants in long-term residential treatment, heroin use decreased 66 percent, 
cocaine use decreased 67 percent, illegal activity decreased 6 1 percent, and 
unemployment decreased 1 3 percent. 

• Among participants in outpatient drug-free treatment, marijuana use decreased 64 
percent, cocaine use decreased 57 percent, illegal activity decreased 56 percent, and 
unemployment dropped by 7 percent. 

• Among participants in short-term inpatient treatment, marijuana use decreased 63 
percent, cocaine use decreased 69 percent, illegal activity decreased 58 percent, and no 
significant change was found in unemployment. 

In summary, treatment resulted in marked decreases in drug use and illegal behavior across the 
board and generally resulted in increases in employment. 


NTIES - 1997 

The Congressionally-mandated National Treatment Improvement Evaluation Study (NTIES) was 
conducted by the Center for Substance Abuse Treatment (CSAT). NTIES determined the 
persistent (12 month follow up) effects of substance treatment on predominately poor, inner-city 
populations as follows: 

• use of illicit drugs dropped an average of 50 percent; 

• drug selling by 78 percent, shoplifting by 82 percent, and arrests by 64 percent; 

• exchange of sex for money or drugs dropped by 56 percent; 
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• Homelessness dropped by 43 percent and receipt of welfare income by 1 1 percent; and 

• employment increased 19 percent. 

PUBLIC SAFETY RESEARCH 


• The 1998 interim report of the evaluation of the Federal Bureau of Prisons’ (BOP) Drug 
Treatment Program (a collaborative effort of NIDA and BOP) found that six months after 
release, the population receiving treatment was 73 percent less likely to be re-arrested and 
44 percent less likely to use drugs than the control group; 

• The 1997 report of the NIDA-funded Evaluation of the Delaware Prisons Drug Treatment 
Program found that 1 8 months after release the population that received institutional and 
transitional treatment was 57 percent less likely to be re-arrested and 37 percent less 
likely to use drugs than the non-treatment population; 

• Colorado followed up on treatment graduates and found that, among those who had been 
arrested in the 2 years prior to treatment, 80 percent had no arrests and 94 percent had no 
DUl arrests; 

• Maine followed treatment graduates for a year and found that 78 percent had no arrests; 

• Washington found that, after 4 years, substance abusing traffic offenders diverted from 
prosecution to treatment had a 22 percent recidivism rate compared to 48 percent for 
those who had been convicted; and 

• Texas found, after a 1 year follow up of treatment graduates, that 80 percent had no 
arrests. 


Adult Drug Courts 

According to the Bureau of Justice Statistics, in June 1997, the nation’s prisons and jails held 
1,725,842 men and women — an increase of more than 96,100 over the prior year. The increase 
in drug offenders accounts for nearly three-quarters of the growth in the federal prison population 
between 1985 and 1995. During the same period the number of inmates in state prisons for drug 
law violations increased by 478 percent. 

We cannot arrest our way out of the drug problem. Drug courts represent a solution. 

There are nearly 400 drug courts in 275 Jurisdictions in the United States today, up from the 
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dozen that existed in 1994. More than 100,000 persons have entered drug courts, 70 percent of 
whom have either graduated or remain as active participants. ONDCP is aiming to have 2000 
drug courts by the year 2000. 

Although the program is young, a number of evaluations has been completed. A recent, 
scholarly review of 30 of these evaluations, addressing 24 drug courts, concluded: 

• Drug courts are able to engage and retain felony offenders in programmatic and treatment 
services. Only 26 percent of drug court participants had been in prior substance abuse 
treatment, while 72 percent had been in jail or pnson. 60 percent of those who enter drug 
courts are still in treatment after one year, roughly double the retention rate for most 
community treatment programs. 

• Drug courts provide more comprehensive and closer supervision than other community 
programs. In 1997, 55 percent of drug courts required at least two drug tests a week 
during early phases of the program, 35 percent required weekly tests, and 10 percent bi- 
weekly tests. This compares to pre-drug court probation, with 8 percent of the 
jurisdictions reporting weekly tests, 52 percent monthly, 33 percent less frequent than 
monthly, and 6 percent no testing at all. Again in 1997, 74 percent of reporting drug 
courts held status hearings at least bi-weekly during early phases of the program, and 24 
percent did so monthly. This compares to pre-drug court probation, where only 27 
percent of probationers had face-to-face meetings with their probation officers more often 
than monthly. 

• Drug use and criminal behavior are substantially reduced during drug court participation. 
A survey of 13 drug courts found a positive drug test rate of 10 percent compared to 3 1 
percent for probationers not in drug court. Santa Clara County, California found a drug 
court positive rate of 5.4 percent compared to 10.2 percent for offenders in electronic 
monitoring, 13.2 percent for offenders in intensive supervision probation, and 24.5 
percent for offenders under general probation supervision. Ventura County. California 
experienced a 12 percent drug court rearrest rate compared to 32 percent for th 
comparison group; the numbers for Jackson County, Missouri were 4 percent and 1 3 
percent respectively. 

• Criminal behavior is lower after participation, especially for graduates. In eight 
jurisdictions studied, rearrest rates were consistently lower among drug court participants. 

• Drug courts generate cost savings from reduced jail and prison use, reduced criminality, 
and lower criminal justice system costs. Outpatient drug treatment can run between 
approximately $2,000 to $4,000 per year compared with approximately $25,000 to 

$3 1,000 to incarcerate a person for one year. Multnomah County, Oregon calculated 
criminal justice savings of $2.5 million over a two year period; Riverside County, 
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California saved more than $2 million annually, and the Honolulu drug court averted 
costs of between $700,000 and $800,000. 

• Drug courts have spurred cooperation within the criminal justice system and between the 
criminal justice system and the drug treatment and social services systems. 

Juvenile Drug Courts 

There are only 37 operational juvenile drug courts and very few completed evaluations. Early 
findings indicate that retention is about the same as for adults (nearly 70 percent) and recidivism 
to drug use and crime are markedly lower, especially among program graduates. 

Some particularly instructive, if anecdotal, information about the relationship of drug treatment 
to the criminal justice system was generated by the juvenile drug court in Santa Clara County. 
Participants were asked to identify what had the greatest impact on their ability to stay drug- free. 
Their answers underscore the potent combination presented by the criminal justice and treatment 
systems acting in concert. They identified: constant monitoring and support by their probation 
officer; having to face the judge and explain their behavior; urine testing; positive reinforcement 
from the drug treatment team; expectations from the court; not wanting to let staff down; and a 
sense of humor by the drug treatment team. 

These young people have in essence identified the elements for effective treatment and 
management of criminal justice populations. Get to them as early as possible; employ a formal 
assessment as a basis for the treatment and rehabilitation plan, and for tracking progress; employ 
swift, graduated, and palpable incentives and sanctions; and maintain unbroken supervisory and 
support contact. The need for structure is apparently even greater for juveniles than for adults. 

These principles can be expressed more completely as follows. All treatment programs should 
be required to employ a comprehensive assessment instrument at the point of intake, and to 
update that assessment periodically during the course of treatment and recovery. Programs must 
be required to assess progress and to respond to the lack of progress. All treatment programs 
should be required to develop a formal, long-term rehabilitation plan, in accordance with the 
results of the assessment; and review and revise it in accordance with periodic assessments. This 
must include the initial intensive therapy and pharmacology and the longer term recovery plan. 
All formal treatment interventions should include specific, realistic relapse prevention training 
and compliance motivation training, during the initial course of treatment and as a continuing 
part of recovery. 

Consequences for non-compliance should be established clearly; they should be graduated and 
employed swiftly and fairly. Treatment programs should be held accountable for results in light 
of the relative difficulty of the population they serve, as determined by the initial, comprehensive 
assessment. Finally, a formal supervision and support person or organization should be 
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designated for each person who completes the initial stage of treatment, to provide management 
and supervision and ensure continuing compliance with the recovery plan. 


TREATMENT CAN GET BETTER 

Research has identified areas in which drug treatment can and should be improved. 

Today, f can say to you with confidence, we know how to deliver effective drug treatment and 
rehabilitation services. Our challenge is to make this information available in a clear and 
persuasive manner. 

Treatment Models. Among the essential steps toward maintaining effective treatment in a 
managed care environment, is the development and dissemination of treatment models -- models 
that describe the essential elements of treatment and the processes required to engage, retain, and 
successfully graduate treatment clients. After years of focusing almost entirely on post-treatment 
outcomes - most often drug use and criminal behavior - researchers have begun to look more 
carefully into the elements and dynamics of treatment. 

Given that treatment retention for 90 or more days appears to be the key to many interim and 
long-term outcomes, the question we must answer is what predicts retention into and through that 
critical 3rd month? Analysis of data from the Drug Abuse Treatment Outcome Study (DATOS) 
yields some significant findings. 

• The counselor is the key to engagement. A positive therapeutic relationship in the 
first month - client respect for the counselor and counselor rapport with the client 
- predicts session attendance in the first three months, which along with 
educational class attendance, predicts behavioral compliance in the third month 
(re: drug use, illegal activities, and psychosocial adjustment), which in turn 
predicts longer stay in treatment and participation in “aftercare.” 

• The therapeutic focus and strategy — the tools the counselor uses — are obviously 
of importance. Research and clinical experience suggest that: goal setting (with 
tools like contingency management and mapping); empathy building; and 
problem solving are among the elements of effective treatment. 

We will continue to support research along these lines, to improve the delivery of treatment 
services and to protect the integrity of effective approaches from uninformed cost cutting. 

Treatment Improvement Protocols and Therapy Manuals for Drug Addiction. The Center 
for Substance Abuse Treatment (CSAT) has published 26 Treatment Improvement Protocols 
(TIPS), four addressed to specific juvenile and criminal justice populations, which give research- 
based guidance for the development and conduct of a wide range of treatment programs. In 
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concert with the TIPs initiative, CSAT created 1 1 Addiction Technology Transfer Centers 
(ATTC), which cover 24 states and Puerto Rico. The purpose of these university-based centers 
is to train substance abuse counselors and related health, social service, and criminal justice 
professionals. TIPs serve as the basis for comprehensive training packages and courses 
developed and disseminated by the centers. Three TIPs have been established as priorities for 
development, including a criminal justice TIP. In addition to these packages, the ATTCs have 
developed a set of addiction counselor competencies that serves as the basis for practice 
guidelines employed by such organizations as the National Association of Alcohol and Drug 
Addiction Counselors (NAADAC). A comprehensive evaluation of TIPs will begin this year. 

To ensure that the treatment providers apply the most current science-based approaches to their 
patients, NIDA has supported the development of the “Therapy Manuals for Drug Addiction” 
series. This series reflects NIDA’s commitment to rapidly applying basic findings in real-life 
settings. Manuals are now available for the conduct of cognitive-behavioral and community 
reinforcement approaches to treating cocaine addiction. 


The Contributions of National Organizations. National health care professional and provider 
organizations are key to the delivery of effective treatment. The efforts of these organizations 
advance the field of drug treatment by their research and dissemination of state-of-the art 
treatment approaches. 

One important example is the American Society of Addiction Medicine (ASAM), which has 
exercised national leadership in establishing assessment and placement criteria for addiction 
treatment. Another is Therapeutic Communities of America (TCA), which in concert with the 
Ohio Department of Alcohol and Drug Addiction, has developed a comprehensive set of 
operating standards for prison-based therapeutic communities (TCs) - over 120 standards across 
1 1 program domains. With ONDCP support, these standards will now be validated through field 
tests in operational prison settings A Standards Evaluation Trial will be conducted at up to six 
prison sites. Standards will be validated or revised based on these reviews. Final standards will 
be put into a format appropriate for accreditation of TC programs in correctional settings, for use 
by organizations such as the American Correctional Association (ACA). 

National Conferences. The research and the experience of seasoned practitioners tell us how 
to deliver effective treatment to criminal justice populations — how rehabilitation services must 
be structured and what elements are essential. Yet programs are too often conducted on a partial 
and piecemeal basis — where elements central to treatment success are inadequate or missing 
altogether. To bring the established research to light as part of our national commitment, 
ONDCP is conducting a two-phased assessment. First, in March, a Consensus Meeting among 
scholars and practitioners was held to determine and disseminate the content and limits of the 
science addressing the delivery of rehabilitation services to drug dependent criminal justice 
populations. The March meeting will provide the outline for a major white paper and 1999 
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Strategy chapter on treatment in the criminal justice system. A major national conference will 
follow, tentatively scheduled for the fall of 1998, which will develop the March results and 
provide a strategic action plan. 

While still under review, the findings from the March conference address a number of policy 
areas. 


Transitional Services. Criminal justice and other institutional treatment programs must 
focus more attention on transition back to the community. Continuity of service is 
important to stable recovery, and continuing supervision is an effective way to counter 
the otfender’s tendency to manipulation and risk of relapse. Effective transition can be 
accomplished with outreach to community programs by the institution, “reach-in” to the 
institution by community programs, or planning and monitoring by a 3rd party, like a 
TASC program. Establishing a systematic uansition program can enable institutions to 
target and vary intensity and duration of institutional and community treatment, 
depending on the crime and drug history of offenders (For example, lower risk offenders 
might be offered shorter institutional treatment followed by intensive transitional 
community treatment services.) 

CoercioD and Internal Motivation. Research suggests that more attention needs to be 
focused on internal motivation as a predictor of and an important contributor to stable 
positive results from drug treatment. Coercion is clearly justified by results — treatment 
entry and initial retention. And coercion is essential for hardcore users who ultimately 
benefit most from treatment. However, external force (coercion) alone can be counter 
productive when applied to an individual who has not recognized substance abuse as 
being problematic, and it will not sustain recovery. Internal motivation is important to 
measure as a good predictor of success and important to foster as a basis for stable 
recovery. For best results, treatment should be lengthy, structured, flexible, and 
evaluated regularly. 

Systematic Policy Approach. Systemic policies are the proper focus for efforts to link 
treatment with the criminal justice system. The tendency of the criminal justice system to 
focus on programs rather than system policy results in continued, episodic treatment of 
small percentages of the population in need. To move past coordination around specific 
programs to systems integration requires systematic case management and clearly defined 
policies regarding critical elements and roles in the delivery of the related services. 
Treatment is difficult - research indicates that 25 to 35 percent offered treatment picked 
jail time instead. Coercion is appropriate but insufficient for stable recovery - the 
treatment process itself can foster internal motivation over time. 


Prison Treatment Programs. The therapeutic community (TC) modality has proven 
effective in reducing criminal recidivism and drug use among criminal justice 
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populations. Over 80 percent of the admissions to community TCs have criminal 
histories and most of the residential programs in state prisons are modified TCs. The 
most consistent reductions are found when institutional programs are followed by 
transitional or aftercare programs, especially when these post-institutional programs are 
consistent with and continue the treatment begun in the institution. Despite this record of 
success, it remains true that most drug-dependent inmates do not volunteer for treatment 
in prison, many who enter drop out, and most who enter do not volunteer to continue 
their treatment after release. Therefore, the fostering of individual motivation must be a 
focus of treatment policy and programs in the criminal justice system. 

Fostering Retention. A significant proportion of patients enter drug treatment with 
limited or short-lived motivation. It is therefore incumbent on the treatment process to 
proceed in a way that fosters engagement early as a way to ensure retention and, with it, 
reinforcing behavioral improvements. To do this requires that the initial treatment 
process be focused on factors related most directly to retention - self-rated motivation, 
self-rated therapeutic relationship, in-treatment drug taking, and frequency of session 
attendance. Positive behavior on one or more of these measures tends to predict positive 
behavior on the others, and in concert these measures foster retention, which, in turn, 
reenforces the positive behaviors. 


Breaking the Cycle. The Office of National Drug Control Policy has worked closely with the 
Departments of Justice and Health and Human Services to design an approach that will allow 
communities to safely and effectively work with drug dependent offenders. The resulting 
"Breaking the Cycle" concept offers the promise of reducing the wasteful incarceration of 
offenders who can be successfully supervised and rehabilitated at the community level. 

Breaking the Cycle will demonstrate the impact of a systematic response to chronic, hardcore 
drug use. The program encompasses the integrated application of testing, assessment, referral, 
supervision, treatment and rehabilitation planning and delivery, routine progress reporting to 
maintain informed judicial oversight, graduated sanctions for noncompliance, relapse prevention 
training and skill building, and structured transition back into the mainstream community. 

The program began its Phase I implementation in Birmingham, Alabama, on June 2, 1997. Phase 
I includes all offenders charged with drug possession and/or forged prescriptions. Since its 
inception, nearly 2,000 offenders have been assessed and admitted to the program. During the 
month of May alone, over 1,600 drug tests were administered for active BTC participants. In 
July the program will reach full implementation with all offenders required to participate as a 
condition of their release from jail. The program is being documented and evaluated by the 
National Institute of Justice and additional sites, juvenile as well as adult, will be selected for 
participation in 1998. 
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Drug-Free Prison Zone Demonstration Project. The Drug-Free Prison Zone Demonstration 
Project is a $6 million initiative being conducted jointly by ONDCP, the National Institute of 
Corrections (NIC), and the Federal Bureau of Prisons (BOP) to interdict and control the 
availability of drugs in prisons. Demonstration projects will commence in Federal prisons in 
1998, and at selected State prisons by next year. Activities include: regular inmate drug testing; 
advanced technologies for drug detection; and training of correctional and other institutional 
staff 

BOP will test ion spectrometry drug detection equipment at 28 BOP facilities. This technology 
provides the capability to quickly and accurately detect microscopic traces of drugs (e.g., 
cocaine, heroin, methamphetamine, POP, LSD, and THC) on an individual’s skin and clothing, 
as well as on other surfaces. Ninety day tests of this technology, at the Federal Correctional 
Institution Tucson and Metropolitan Detention Center Los Angeles, resulted in reduction in the 
rate of serious drug-related inmate misconduct (e.g., introduction, use, or possession of drugs) of 
86 percent and 58 percent respectively. 


AREAS OF NEEDED CHANGE 

A brief note on other recent findings. Last week the Family Research Council released 
the results of their poll of American voters. They found that 68 percent of those polled believe 
that providing drug treatment to inmates, before they are released, will reduce future crime. 

Even more impressive, 76 percent support coercing addicts, who commit crime, into drug 
treatment programs. The source and substance of these findings reinforce the practical sense of 
the American people and the non-partisan nature of the growing national consensus on the 
importance of drug treatment. The science is clear and the people’s view of what is needed is in 
line with what the science shows. 

Finally, I respectfully ask the members of this committee and the entire Congress to join 
us in implementing the Strategy. The Strategy and drug budget are made up of mutually 
supportive and interdependent parts, the resulting whole being greater than but requiring all of its 
parts. 


We appreciate the House for its strong support of the substance abuse block grant and 
drug court programs. On the other hand, we would advocate that the modest $85 million drug 
intervention program — allowing the Department of Justice to expand the “Breaking the Cycle” 
initiative, by bringing testing, treatment, and graduated sanctions to more communities, remains 
an important initiative. We are disappointed this did not receive Congressional support. All are 
essential to our progress in breaking the cycle of drugs and crime. 


Furthermore, I think we can all agree that Federal policy should encourage not hinder 
state implementation of proven approaches. Congress should allow the states to use federal 
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prison funding for testing and treatment, and to use federal prison drug treatment funds for post- 
incarceration, transitional and follow up services that are critical to supervised reentry into the 
community. 

These simple steps will bring our actions into closer conformance with our knowledge. 
They are the return on your research investment. Thank you. I will be happy to answer any 
questions. 
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Mr. Mica. Thank you, Dr. Vereen, for your comments. We are 
going to withhold any questions until we finish the whole panel. 

I want to take just a moment to congratulate our Director of the 
National Office of Drug Control Policy, General McCaffrey, for his 
leadership and his outspokenness that I think was very wanted to- 
ward policy in the Netherlands. The legalization that the country 
has experimented with is indeed disastrous, and he has been very 
courageous in making those statements and sticking to his guns. 
And that, followed by his performance on the needle exchange pro- 
gram, we are really pleased with the cooperation. 

Finally, just as a footnote, we are interested in putting whatever 
resources that can be justified from the Congress to the Depart- 
ment of Justice and other agencies. We will work with you, and 
that indeed is one of the reasons for this hearing, to determine 
what is effective and what funds can be used and what treatment 
programs will work. 

With those quick comments, I would like to now recognize Dr. 
Marsha Lillie-Blanton, who is the Associate Director of the U.S. 
General Accounting Office. Welcome, and you are recognized. 

Ms. Lillie-Blanton. I would like to thank you for inviting me, 
and I would also like to ask if my full testimony could be entered 
into the record. 

Mr. Mica. Without objection, so ordered. 

Ms. Lillie-Blanton. Each year, the Federal Government, 
States, and private entities spend billions of dollars on drug treat- 
ment. The Federal Government alone spent $3.2 billion in fiscal 
year 1998, representing 20 percent of the Federal drug control 
budget. It is estimated that about 2.4 million individuals obtained 
some form of drug treatment in 1996, the most recent year for 
which data are available. 

Because drug treatment is a significant component of the Na- 
tion's drug control strategy, you asked us to provide you with infor- 
mation on what is known about the effectiveness of drug treat- 
ment. My comments are based on our review and synthesis of find- 
ings for major evaluations of drug abuse treatment effectiveness. 

In brief, we found that several large multisite longitudinal stud- 
ies have produced considerable evidence that drug abuse treatment 
is beneficial to the individual in treatment and to society. However, 
growing concerns about the validity of self-reported data on drug 
use suggests that the benefits of treatment reported by these stud- 
ies may be overstated. 

Now I would like to talk specifically about our major findings in 
the report. First, based on several major studies conducted over a 
period of nearly 30 years, there is consistent evidence, as has al- 
ready been said, that a substantial proportion of clients being stud- 
ied report reductions in dmg use and criminal activity at least 1 
year following treatment. 

The most recent of these studies, the drug abuse treatment out- 
come study, called DATOS, found, for example, drug use among a 
sample of clients in a residential treatment program was reduced 
by more than half, from 66 percent of the clients reporting weekly 
or more frequent cocaine use in the year prior to treatment, to 22 
percent reporting regular cocaine use after treatment. Also, preda- 
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tory illegal activity was reduced by more than half, from 41 percent 
of the clients to 16 percent after treatment. 

Involvement in criminal activity is one of several outcome meas- 
ures generally assessed in evaluations of drug treatment. This is 
partly because the link between drug use and criminal activity is 
not inconsequential. At least half of the people brought into the 
Nation's criminal justice system have a substance abuse problem 
and a large percentage of the participants in the studies we re- 
viewed were involved with the criminal justice system. For exam- 
ple, 56 percent of DATOS clients reported being on probation, on 
parole, or awaiting trial. As such, the benefits of treatment are 
generally measured in terms of reductions in not only drug use, but 
in criminal activity as well. 

Our second major finding is concerned with the quality of the 
evidence on the effectiveness of treatment. Because all of the effec- 
tiveness studies relied on information reported by the clients, the 
level of benefit derived from treatment may be overstated. Al- 
though this method of data collection is commonly used in national 
surveys and drug abuse treatment evaluations, recent questions 
about the validity of self-reported drug use raised concerns about 
this approach. A recent National Institute of Drug Abuse review of 
current research on clients in the criminal justice system and cli- 
ents formerly in treatment suggests that 50 percent or fewer cur- 
rent users accurately report their drug use. 

As questions have developed about the accuracy of self-reported 
data, researchers have begun using more objective means to vali- 
date such data. For example, researchers involved in the national 
treatment improvement evaluation study, called NTIES, collected 
objective measures of drug use on a subset of clients and found 
that 20 percent of those in the validation group acknowledged co- 
caine use within the past 30 days. Urinalysis revealed recent co- 
caine use to be 29 percent. Because the results from the major 
studies of treatment effectiveness were not adjusted for the likeli- 
hood of underreported drug use, as was found in NTIES, the reduc- 
tions in drug use found may be overstated. 

Finally, our last finding focused on evidence that is available for 
specific groups of drug users. Using Federal dollars most effectively 
requires an understanding of which approaches work best for dif- 
ferent groups of drug users. On this subject, however, research 
findings are less definitive. Although strong evidence supports 
methadone maintenance as the most effective treatment for heroin 
addiction, less is known about the best ways to provide treatment 
service to cocaine users or to adolescents. 

For cocaine abusers, a number of pharmacotherapies have been 
studied and some have proven successful in one or more clinical 
trials. No medication, however, has demonstrated substantial effi- 
cacy, once subjected to several rigorously controlled trials. And 
without a pharmacologic agent, treatment practitioners have relied 
on cognitive behavioral therapies to treat cocaine addiction. 

For adolescents, a population we talked about for which there is 
great concern because of growing use of drugs among teens, the 
evidence is also less definitive. Although family based intervention 
shows promise as an effective treatment for adolescents, no one 
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treatment approach has been shown to be consistently superior to 
others in achieving better treatment outcomes for this population. 

In conclusion, the Federal Government currently provides sub- 
stantial support for drug treatment. Monitoring the performance of 
treatment programs can help ensure that we are making progress 
to achieve the Nation's drug control goals. Although studies con- 
ducted over nearly three decades consistently show that treatment 
reduces drug use and crime, current data collection techniques do 
not allow accurate measurement of the extent to which treatment 
reduces the use of illicit drugs. 

This concludes my prepared statement and I will be happy to an- 
swer any questions you or members of the subcommittee may have. 

[The prepared statement of Ms. Lillie-Blanton follows:] 
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Mr. Chairman and Members of the Subcommittee: 

We are pleased to be here today to discuss our recent report on drug abuse 
treatment research findings.* As you know, illicit drug use in the United States remains a 
serious and costly problem. In a 1996 survey, about 13 million Americans reported using 
illicit drugs in the past month. Each year, as many as 11,000 deaths are linked to illicit 
drug use. To combat the nation's drug abuse problem, the federal government and states 
spend about $27 billion annually. Further, the total annual cost of illicit drug use to 
society is estimated at $67 billion for costs associated with health care and drug addiction 
prevention and treatment programs, drug-related crime, and lost resources resulting from 
reduced worker productivity or death. 

Because drug abuse treatment is a significant component of the nation's drug 
control strategy, you asked us to examine the major research findings on drug abuse 
treatment effectiveness. My remarks today will focus on (1) the overall effectiveness of 
drug abuse treatment; (2) the methodological issues affecting drug abuse treatment 
evaluations; and (3) what is known about the effectiveness of specific treatments for 
heroin, cocaine, and adolescent drug addiction. My comments are based on our review 
and synthesis of findings from major evaluations of drug abuse treatment effectiveness. 

In brief, we found that large, multisite, longitudinal studies have produced 
considerable evidence that drug abuse treatment is beneficial to the individual undergoing 
treatment and to society. The studies have consistently foimd that a substantial 
proportion of clients being studied report reductions in drug use and criminal activity 
following treatment. The studies also show that clients who stay in treatment for longer 
periods report better outcomes. However, drug abuse treatment research is complicated 
by a number of methodological challenges that make it difficult to accurately measure the 
extent to which treatment reduces drug use. In particular, growing concerns about the 
validity of self-reported data, which are used routinely in the m^or evaluations of drug 
abuse treatment, suggest that the treatment benefit reported by these studies may be 
somewhat overstated In addition, the research evidence to support the relative 
effectiveness of specific treatment approaches or settings for particular groups of drug 
abusers is limited While one specific treatment approach-methadone maintenance-has 
been shown to be the most effective treatment for heroin addiction, research on the best 
treatment approach or setting for cocaine addiction or adolescent drug users is less 
definitive. 


‘ Drug Abuse : Research Shows Treatment Is Effective, but Benefits May Be Overstated 
(GAO/HEHS-98-72, Mar. 27, 1998). 

GAO/T-HEHS-98-185 
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BACKgRQUI^D 

In general, drug abuse is defined by the level and pattern of drug consumption and 
the severity of resulting functional problems. People who are dependent on drugs often 
use multiple drugs and have substantial health and social problems, including mental 
health disorders. One of the many challenges to providing effective treatment for 
addiction is the complicated nature of the disorder. Unlike other chronic diseases, drug 
addiction extends beyond physiological influence to include significant behavioral and 
psychological aspects. For example, specific environmental cues that a drug abuser 
associates with drug use can trigger craving and precipitate relapse, even after long 
periods of abstinence. Therefore, drug abusers may enter treatment a number of times, 
often reducing drug use incrementally with each treatment episode. 

Despite the potential for relapse to drug use, not all drug users require treatment 
to discontinue use. For those who require treatment, services are provided in either 
outpatient or inpatient settings and via two mqjor approaches-pharmacotherapy and 
behavioral therapy-with many programs combining elements of both. Although 
abstinence from illicit drug use is the central goal of all drug abuse treatment, researchers 
and program staff commonly accept reductions in drug use and criminal behavior as 
realistic, interim goals. 

Since the early 1990s, federal spending for drug abuse treatment has grown 
steadily. Of the approximately $16 billion budgeted for drug control activities in fiscal 
year 1998, drug abuse treatment accounted for $3 2 billion, or 20 percent. Over half of 
federal drug abuse treatment funds were allocated to the Department of Health and 
Human Services (HHS) to support block grants to the states, drug abuse treatment 
services, and related research. An additional third of treatment dollars are spent by the 
Department of Veterans Affairs to support drug abuse treatment services to veterans and 
their inpatient and outpatient medical care. To meet the requirements of the Government 
Performance and Results Act of 1993, agencies are beginning to set goals and 
performance measures to monitor and assess the effectiveness of federally funded drug 
abuse treatment efforts. However, demonstrating the efficient cind effective use of federal 
drug abuse treatment funds is particularly challenging because most of these funds 
support services provided by state and local grantees, which are given broad discretion in 
how best to use them. 


BENEFITS OF DRUG ABUSE TREATMENT 


In numerous large-scale studies examining the outcomes of drug abuse treatment 
provided in a variety of settings, researchers have concluded that treatment is beneficial. 
Clients receiving treatment report reductions in drug use and criminal activity as well as 
other positive outcomes. The studies have also demonstrated that better treatment 
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outcomes are associated with longer treatment periods but have found that retaining 
clients in treatment programs is problematic. 

Report Reductto n s Ln„p , m g_Use 
and Cnme Follow ir>g Treatment 

Comprehensive analyses of the effectiveness of drug abuse treatment have been 
conducted by several major, federally funded studies over a period of nearly 30 years; the 
Drug Abuse Treatment Outcome Study (DATOS), the National Treatment Improvement 
Evaluation Study (NTIES), the Treatment Outcome Prospective Study (TOPS), and the 
Drug Abuse Reporting Program (DARP). These large, multisite studies-conducted by 
research organizations independent of the groups operating the treatment programs being 
assessed-were designed to measure people's involvement in illicit drug and criminal 
activity before, during, and after treatment. Although the studies report on reductions in 
drug use from the year prior to treatment to the year after, most also track a subset of 
treatment clients for followup interviews over longer time periods. For example, DARP 
followed clients for as long as 12 years, TOPS for 3 to 5 years following treatment, and 
DATOS researchers are planning additional followup to determine long-term outcomes. 
These studies are generally considered by the research community to be the m^or 
evaluations of drug abuse treatment effectiveness, and much of what is known about 
"typical” drug abuse treatment outcomes comes from these studies." 

All of these major studies, which have evaluated the progress of thousands of 
people, concluded that drug abuse treatment was effective when outcomes were assessed 
1 year after treatment. They found that reported drug use declined when clients received 
services through any of three drug abuse treatment approaches-residential long-term, 
outpatient drug-free, or outpatient methadone maintenance-regardless of the drug and 
client type.^ DATOS found that, of the individuals in long-term residential treatment, 66 


^See Institute of Medicine, Treating Drug Problems (Washington, D.C.: Institute of 
Medicine, 1990) See also "Drug Abuse Treatment Outcome Study (DATOS)," Psychology 
of Addictive Behaviors . Vol. 11, No. 4 (1997), pp. 211-323. For information on NTIES, see 
The National Treatment Improvement Evaluation Studv-Final Report (Mar. 1997), 
prepared by the National Opinion Research Center at the University of Chicago in 
collaboration with the Research Triangle Institute for the Center for Substance Abuse 
Treatment, Substance Abuse and Mental Health Services Administration. 

^In its 1990 report, Treating Drug Problems, the Institute of Medicine concluded there was 
little evidence to suggest that hospital-based chemical dependency programs, a type of 
inpatient treatment, were either more or less effective for treating drug problems than 
chemical dependency programs not located in hospitals. DATOS found that clients 
receiving treatment in short-term inpatient programs reported substantial reductions in 
drug use, but statistical analysis did not show that the reductions were attributable to the 
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percent reported weekly or more frequent cocaine use in the year prior to treatment, 
while 22 percent reported regular cocaine use in the year following treatment Also, 41 
percent of this same group reported engaging in predatory illegal activity in the year prior 
to treatment, while 16 percent reported such activity in the year after treatment 

Previous studies found similar reductions in drug use and criminal activity. For 
example, researchers from the 1980s TOPS study found that across all types of drug 
abuse treatment, 40 to 50 percent of regular heroin and cocaine users who spent at least 
3 months in treatment reported near abstinence during the year after treatment, and an 
additional 30 percent reported reducing their use. Only 17 percent of NTIES clients 
reported arrests in the year following treatment-down from 48 percent during the year 
before treatment. 

Longer Treatment Episodes Have Better 
Outcomes, but Treatment Duration 
Is Limited bv Client Drop-Out 

Another finding across these studies is that clients who stay in treatment longer 
report better outcomes. For the DATOS clients that reported drug use when entering 
treatment, fewer of those in treatment for more than 3 months reported continuing drug 
use than those in treatment for less than 3 months. DATOS researchers also found that 
the most positive outcomes for clients in methadone maintenance were for those who 
remained in treatment for at least 12 months. Earlier studies reported similar results. 

Both DARP and TOPS found that reports of drug use were reduced most for clients who 
stayed in treatment at least 3 months, regardless of the treatment setting. 

Although these studies show better results for longer treatment episodes, they 
found that many clients dropped out of treatment long before reaching the minimum 
length of treatment episode recommended by those operating the treatment program. For 
example, a study of a subset of DATOS clients found that all of the participating 
methadone maintenance programs recommend 2 or more years of treatment, but the 
median treatment episode by clients was about 1 year. Long-term residential programs 
participating in DATOS generally recommended a treatment duration of 9 months or 
longer, while outpatient drug-free programs recommended at least 6 months in treatment; 
for both program types, the median treatment episode was 3 months. 


treatment 
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treat ment benefits MA\ LBE 

OVERSTATED BY MAJOR STUDIES 

Because all of the effectiveness studies relied on information reported by the 
clients, the level of treatment benefit reported may be overstated. Typically, drug abusers 
were interviewed before they entered treatment and again following treatment and asked 
about their use of illicit drugs, tlieir involvement in criminal activity, and other drug- 
related behaviors. Although thus data collection method is commonly used in national 
surveys and drug abuse treatment evaluations, recent questions about the validity of self- 
reported drug use raise concerns about this approach. In general, self-reporting is least 
valid for (1) the more stigmatized drugs, such as cocaine; (2) recent use; and (3) those 
involved with the criminal justice system. A recent National Institute on Drug Abuse 
(NIDA) review of current research on the validity of self-reported drug use highlights the 
limitations of data collected in this manner.^ According to this review, recent studies 
conducted with criminal justice clients (such as people on parole, on probation, or 
awaiting trail) and former treatment clients suggest that 50 percent or fewer current users 
accurately report their drug use in confidential interviews. 

As questions have developed about the accuracy of self-reported data,® researchers 
have begun using more objective means, such as urinalysis, to validate such data. For 
example, NTIES researchers found that 20 percent of those in a validation group 
acknowledged cocaine use within the past 30 days, but urinalysis revealed recent cocaine 
use by 29 percent TOPS researchers reported that only 40 percent of the individuals 
testing positive for cocaine 24 months after treatment had reported using the drug in the 
previous 3 days. 


*A large percentage of the clients participating in the studies we reviewed were involved 
with the criminal justice system. For example, 56 percent of DATOS clients reported 
being on probation or parole or awaiting trial when they entered treatment; 31 percent of 
DATOS clients were referred into treatment by the courts. 

^National Institutes of Health, The Validity of Self-Reported Drug Use: Improving the 
Accuracy of Survey Estimates. National Institute on Drug Abuse Research Monograph 
Series 167 (Washington, D.C.: HHS, 1997). 

®The research literature prior to the mid-1980s showed drug use self-reporting to be 
generally valid, while studies conducted smce then have raised concerns about validity. 
The apparent change in validity may be due in part to improved urinalysis testing that 
now detects drug use more accurately. It is also possible that individuals were more 
willing to admit to using illicit drugs when societal reaction toward drug use was not as 
strong as it is today. Even today, researchers are not in agreement on the limitations of 
self-reported data. For example, the researchers for DATOS, the most recently completed 
study of drug treatment, acknowledged limitations to self-reported data but asserted that 
most of these data are reasonably reliable and valid. 
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Because results from the major studies of treatment effectiveness were not 
adjusted for the likelihood of underreported drug use, reductions in drug use found may 
be overstated. However, researchers emphasize that client reporting on use of illicit 
drugs during the previous year (the outcome measure used in most effectiveness 
evaluations) has been shown to be more accurate than client reporting on current drug 
use (the measure used to assess the validity of self-reported data). Therefore, they 
believe that the overall findings of treatment benefits are still valid. 

Although supplementary data collection, such as hair analysis or urinalysis, can 
help validate the accuracy of self-reported data, these tools also have limitations. Urine 
tests can accurately detect illicit drugs for about 48 hours following drug use but do not 
provide any information about drug use during the previous year. In addition, individual 
differences in metabolism rates can affect the outcomes of urinalysis tests. Hair analysis 
has received attention because it can detect drug use over a longer time-up to several 
months. However, unresolved issues in hair testing include variability across drugs in the 
accuracy of detection, the potential for passive contamination, and the relative effect of 
different hair color or type on cocaine accumulation in the hair. We have reported on the 
limitations of using self-reported data in estimating the prevalence of drug use and 
concluded that hair testing merited further evaluation as a means of confirming self- 
reported drug use.' 

EVIPEHg.E VA R IE S ON T HE 3EgT 
trea tment A P F R QA C m g F QR 
SF. ECIE I C GROUPS OF PRUG ABUSERS 

Using federal treatment dollars most effectively requires an understanding of which 
approaches work best for different groups of drug abusers, but on this subject, research 
findings are less definitive. Although strong evidence supports methadone maintenance 
as the most effective treatment for heroin addiction, less is known about the best ways to 
provide treatment services to cocaine users or adolescents. 

In addition, client and program-related factors can affect client success. For 
example, outpatient drug abuse treatment programs operate with different numbers and 
quality of staff and have varying levels of coordination with local agencies that offer 
related services generally needed to support recovering abusers. A treatment program 
with close ties to local service providers, such as health clinics and job training programs, 
is likely to have better treatment outcomes than a program without such ties. Similarly, 
client factors, such as motivation and readiness for treatment or psychiatric status, can 
significantly affect the patient's performance in treatment. Current research generally 


^See Drug Use Measurement- Strengths. Limitatjons. and Recommendations for 
Improvement (GAO/PEMD-93-18, June 25, 1993) 
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does not account for these factors in evaluating the effectiveness of alternative 
^proaches for specific groups of drug abusers. 

Besgaich Supports Meihadwg MaiPt^ n ance a§ t h g 
E ffg ctJv? T r ^itiinent for Ad d lctipu 

Methadone maintenance is the most commonly used treatment for heroin 
addiction, and numerous studies have shown that those receiving methadone maintenance 
treatment have better outcomes than those who go untreated or use other treatment 
approaches. Methadone maintenance reduces heroin use and criminal activity and 
improves social functioning. HIV risk is also minimized, since needle usage is reduced. 

As we have previously reported, outcomes among methadone programs have varied 
greatly, in part because of the substantial differences in treatment practices across the 
nation.® For example, in 1990, we found that many methadone clinics routinely provided 
clients dosage levels that were lower than optimum-or even subthreshold-and 
discontinued treatment too soon. In late 1997, an National Institutes of Health consensus 
panel concluded that people who are addicted to heroin or other opiates should have 
broader access to methadone maintenance treatment programs and recommended that 
federal regulations ail ovv additional physicians and pharmacies to prescribe and dispense 
methadone. 

Similarly, several studies conducted over the past decade show that when 
counseling, psychotherapy, health care, and social services are provided along with 
methadone maintenance, treatment outcomes improve significantly. However, the recent 
findings from DATOS suggest that the provision of these ancillary services-both the 
number and variety-has eroded considerably during the past 2 decades across all 
treatment settings. DATOS researchers also noted that the percentage of clients reporting 
unmet needs was higher than the percentage in previous studies. 

Cognitive-BehavioraLTreatments Show 
Promise for Cocaine Addiction 

Evidence of a best approach to treat cocaine addiction is not as clear as it is for 
heroin addiction. Although a number of pharmacotherapies have been studied and some 
have proven successful in one or more clinical trials, no medication has demonstrated 
substantial efficacy once subjected to several rigorously controlled trials. Without a 
pharmacological agent, researchers have relied on cogmtive-behavioral therapies to treat 
cocaine addiction. 


®See Methadone Maintenance Some Treatment Progr ams Are Not Effective: Greater 
Oversight Needed rGAQ/HRD-9(^104. Mar 22, 1990). 
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Studies have shown that clients receiving cognitive-behavioral therapy have 
achieved long periods of abstinence and have been successful at staying in treatment.® 

The cognitive-behavioral therapies are based largely on counseling and education. One 
approach, relapse prevention, focuses on teaching clients how to identify and manage 
hi^-risk, or "trigger,” situations that contribute to drug relapse. A study of this approach 
showed cocaine-dependent clients were able to remain abstinent at least 70 percent of the 
time while in treatment. Another technique, community reinforcemenb'contingency 
management, establishes a link between behavior and consequence by rewardmg 
abstinence and reprimanding drug use. A program using this approach found that 42 
percent of the participating cocaine-dependent clients were able to achieve nearly 4 
months of continuous abstinence. A third approach, neurobehavioral therapy, addresses a 
client’s behavioral, emotional, cogrutive, and relational problems at each stage of 
recovery. One neurobehavioral program showed that 38 percent of the c hents were 
abstinent at the 6-month followup. 

Family Therapy Is Under Study 
for Adolescent Drug Abusers 

Drug use among teenagers is a growing concern. It is estimated that 9 percent of 
teenagers were current drug users in 1996-up from 5.3 percent in 1992. Unfortunately, no 
one method has been shown to be consistently superior to others in achieving better 
treatment outcomes for this group. Rather, studies show that success m treatment for 
adolescents seems to be linked to the characteristics of program staff, tlie availability of 
special services, and family participation. 

Many experts believe that family-based intervention shows promL'^e as an effective 
treatment for adolescent drug abusers. This approach, based on the assumption that 
family behaviors contribute to the adolescent's decision to use drugs, was identified by a 
1997 study and literature review as superior to other treatment approaches. In fact, 
some researchers believe that family interventions are critical to the success of any 
treatment approach for adolescent drug abusers because family-related factors-such as 
parental substance use, poor parent-child relations, and poor parent supervision-have 
been identified as risk factors for the development of substance abuse among 
adolescents. However, NIDA acknowledged in a recently published article that further 


®See Cocaine Treatment: Early Results From Various Approaches (GAO-HEHS-96-80, 

June 7, 1996). 

‘°M. D. Stanton and W, R. Shadish, "Outcome, Attrition, and Family/Couples Treatment for 
Drug Abuse: A Meta-Analysis and Review of the Controlled, Comparative Studies," 
Psychology Bulletin . Vol 122 (1997), pp. 170-91. 
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research is needed to identify the best approach to treating adolescent drug abusers." 
Similarly, the American Academy of Child and Adolescent Psychiatry acknowledged in its 
1997 treatment practice parameters that research on drug abuse treatment for adolescents 
has failed to demonstrate the superiority of one treatment approach over another.^" 

CONCLUSIONS 

With an annual expenditure of more than $3 billion~20 percent of the federal drug 
control budget-the federal government provides significant support for drug abuse 
treatment activities. Monitoring the performance of treatment programs can help ensure 
that we are making progress to achieve the nation's drug control goals. Research on the 
effectiveness of drug abuse treatment, however, is problematic given the methodological 
challenges and numerous factors that influence the results of treatment Although studies 
conducted over nearly 3 decades consistently show that treatment reduces drug lase and 
crime, current data collection techniques do not allow accurate measurement of the 
extent to which treatment reduces the use of illicit drugs 


Mr. Chairman, this concludes my prepared statement. I will be happy to answer 
any questions you and other members of the Subcommittee may have. 


(108376) 


"Naimah Z. Weinberg, M.D., and others, "Adolescent Substance Abuse: A Review of the 
Past 10 Years,” Journal of the American Academy of Child and Adolescent Psychiatry. Vol. 
37, No. 3 (Mar. 1998), pp. 252-61. 

‘^Oscar Bukstein, M.D. (principal author) and the Washington Group on Quality Issues, 
"Practical Parameters for the Assessment and Treatment of Children and Adolescents 
With Substance Use Disorders," Journal of the American Academy of Child and 
Adolescent Psychiatry. Vol. 36, No. 10, Supp. (Oct 1997), pp. 1405-1565. 
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Mr. Mica. Thank you for your testimony. I would now like to rec- 
ognize Dr. Sally Satel, who is a psychiatrist with the Oasis Clinic. 
Welcome, and you are recognized. 

Dr. Satel. Thank you for inviting me today. I do agree with the 
findings of the GAO report that benefits of treatment are probably 
overstated, but it is also true that drug treatment can work to help 
patients lead a drug-free life. 

And that is my subject today: How to make it more effective than 
it currently is. And the answer in short is leverage; going by other 
names, external pressure, coercion, being forced into treatment, in- 
voluntary treatment, basically knowing there are going to be con- 
sequences for drug use. 

We know three things about treatment. One is that it works, and 
here I am going to define “work” as meaning abstinence after treat- 
ment, not reduction in use, but abstinence. It is completion of treat- 
ment that is important. But few patients complete it. Maybe 1 in 
5 actually finish. The dropout rates are very big. So the challenge 
of treatment is really retention. 

The second thing we know is that addicts do not have to be moti- 
vated initially to quit drugs in order for treatment to work. That 
is counterintuitive, you may not have heard it. People don’t nec- 
essarily have to be out of so-called denial in order to benefit from 
treatment. 

The third point, and this is the one I want to focus on. People 
like me, the treatment providers on the front line, need all the help 
we can get; help in getting people into treatment and keeping them 
there until they finish it. And we need the help from other social 
institutions, like the workplace, the criminal justice system, even 
the housing authority and the welfare system, because these can 
help us exert leverage. What I want to do now is discuss leverage 
and the various places in the system through which it can be ap- 
plied. 

The first one would be the workplace. I am just going to cite you 
a recent study here from the University of Pennsylvania, The re- 
searchers looked at a group of transportation workers from a union 
in Philadelphia. If anyone tested positive, they had to go to treat- 
ment. The researchers compared the people who were forced to go 
into treatment, who were told if you don’t go to treatment, you 
have lost your job. They compared them to the patients who volun- 
teered for treatments. These patients said “I have a drug problem, 
I better get treatment.” The patients who were coerced stayed 
longer in treatment and both groups did about as well, again illus- 
trating one can be coerced into a treatment program and have a 
successful outcome. 

Also, there is the housing domain. There is an interesting study 
by Jesse Milby, a psychologist at the University of Alabama, who 
worked with homeless crack addicts. Dr. Milby did not put them 
in conventional treatment but rather in a work-therapy program 
where they refurbished condemned houses. They got a modest 
amount of money for that, and they could also live there, in the re- 
furbished houses if their urines were clean. After 6 months, those 
who were in the work-therapy program were far more likely to be 
clean, using less cocaine and had fewer days of homelessness, than 
those in regular treatment. 



35 


Then we come to drug court, something Dr. Vereen mentioned. 
These offer nonviolent repeat offenders the possibility of dismissed 
charges if they complete a treatment program. These are heavily 
monitored treatment programs. The judge meets with the partici- 
pants, sometimes weekly, at least monthly, and there are what is 
called graduated sanctions. These are very important for infrac- 
tions. Graduated sanction means a small punishment the first time 
you mess up; have a positive urine or miss a session, maybe 1 day 
in jail; then 2 days in jail the next time, 3 days in jail; finally you 
can overstep the limits. But those kind of graduated sanctions are 
very effective: they are certain, and they are swift and they are not 
really set that severe. Retention rates in drug court treatment is 
4 to 5 times that of regular treatment, and drug court participants 
have lower rearrest rates than those adjudicated in the traditional 
way. 

I also wanted to mention a little bit about the domain of public 
service. For example, there is the Doe Foundation in New York 
City. It operates something called a ready, willing and able train- 
ing program, and its shelters require that participants or residents 
in those shelters be drug free. Recently, the foundation took over 
a 192:bed shelter in New York. Sixty-two percent of the people in 
that shelter tested positive. Once they instituted their policy of reg- 
ular drug testing, 2 percent were testing positive. Now more non- 
profit homeless shelters and churches are imposing this sort of ar- 
rangement. 

My patients readily admit to me that external pressure helps. 
One patient said he was going to look for a job as a truckdriver, 
just because he knew he would get urine testing and someone 
would be looking over his shoulder, I also had a patient who was 
relieved that his employers were going to start drug testing on the 
job. I have had women patients whose welfare runs out because 
their youngest child turns 18 and they have to get a job and they 
stop using. Now this is methadone, so these are people who are 
also using cocaine, for example. 

Finally, a woman entered a job training program where there 
was drug testing and she stopped, but, again, not until they started 
testing in her job training program. So you can imagine I was hor- 
rified when I saw a patient who said he was on parole. This was 
a patient whose urines were consistently positive, and I said, 
‘What does your parole officer do?” He said, “He tests me.” I said, 
“What does he do when you are positive?” The patient says, “Oh, 
nothing, because he says ‘you're in treatment so it is OK.'” No, this 
is not the way to help the patient. I depend on that parole officer 
to help me to set limits. 

So, the point I want to conclude with is that consequences mat- 
ter. Clinicians need all the help they can get and the more rein- 
forcement from other social institutions, the better. Thank you very 
much. I have a full statement I hope you will include in the record. 

Mr. Mica. Thank you, and we will include your entire statement 
as part of the record. 

[The prepared statement of Dr. Satel follows:] 
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July 22, 1998 

Effectiveness of Drug Abuse Treatment: 

Drug Treatment Can Work Better with Leverage 


Mr. Chairman and Members of the Committee: 

Thank you for inviting me today. I have worked in the addiction field as a 
clinician and researcher for ten years now and agree with the findings of the GAO report, 
that the benefits of treatment are overstated.* Indeed, I believe that many of my patients 
could achieve greater progress in treatment if they were compelled to experience more 
meaningful consequences and rewards in their efforts to become abstinent. 

I will tallc about enhancing treatment through leverage, that is, by using external 
pressure (coercion) to shape behavior. 

1. Emphasize “user accountability” by linldng drug use to consequences — 
Sanctions and rewards are key in shaping behavior: they are a rational prescription for 
people who engage in problem behavior. The very reason people recover from addiction 
is because relapse to drugs is under voluntary control. It is a behavioral condition, not 
a no-fault medical illness or a “chronic and relapsing brain disease,” as some are now 
calling, it. 


* The GAO report appropriately emphasizes the unreliability of self-reported improvement Indeed, 
while the magnitude of improvement may be exaggerated by patients themselves, numerous studies 
in which urine screens and criminal records are car fully checked — small-scale clinical studies (and 
larger ones by M. Douglas Anglin of UCLA’s Drug Abuse Research Center) as well as criminal 
^justice evaluations — confirin that drug use and drug-related crime decline with treatment. 
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2. Realize that abstinence requires constant reinforcement - Treatment programs 
are routinely undermined because social institutions (workplace, public housing, welfare 
systems)don’t reii\force abstinence and hold patients accountable. Though well-intended, 
social safety-nets cushion the painful consequences of addiction, such “enabling” by 
society often sabotages my work with patients because it provides perverse incentives to 
continue drug use. It is the very faa that the consequences are painful that provides the 
impetus for recovery. 

3. Capitalize on the fact that coercion works — That addicts must be motivated to 
quit drugs and voluntarily enter treatment in order to benefit from it is a common 
misconception. 

I will expand upon these points presently, but it is important to realize that, 
despite the likely "overstatement” of benefits, drug treatment is an excellent social 
investment. Even if savings are not as great as recent socioeconomic analyses have 
suggested, there is good evidence that drug treatment saves money by averting crime and 
drug-related illness and by leading to resumed employment. Thus, even if we did nothing 
at all to improve patient outcomes, treatment- as-usual is both humane and economically 
sound. (1) 


My message today is that treatment can be made much more effective. As 
mentioned, there are real benefits to reducing drug use and drug-related crime, but the 
ultimate goal of treatment • — occasionally reached — is to help patients achieve 
enduring abstinence and full social productivity. Those goals hinge on people like me — 
the front-line clinician — having leverage. Without it, the problems of patient drop out 
and relapse will persist. 

Critical importance of retention in treatment 

Studies show that while patients are in treatment their drug use and criminal 
activity are much reduced. However, since few patients complete programs, enduring 
abstinence is not typically achieved. Nevertheless, considerable reductions in drug use 
and crime arc consistently demonstrated at the time of release and persist over one or 
more years later. Large scale studies from the National Institute on Drug Abuse (NIDA) 
found abstinence rates of 30 - 50% among those who stayed in treatment for at least 
three months. Since only half stayed that long, it is clear that most patients do not 
achieve abstinence after a treatment episode. (2) 

When patients complete treatment, however, success rates are high. For example, 


2 
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over 70% of patients who graduate from 12-24 months long residential treatment at 
Phoenix House are drug-free and 90% are employed and uninvolved with crime five 
years after graduation. The problem is: less than 1 in 5 actually complete programs. 

Patient Drop-Out 

Retaining patients in treatment is a most pressing challenge. Large epidemiological 
studies sponsored by the NIDA (e,g., Drug Abuse Research Project (DARP); Treatment 
Outcome Prospective Study (TOPS), Drug Abuse Treatment Outcomes Study 
(DATOS)) revealed high rates of attrition with half of their subjects dropping out after 
three months, the threshold at which the long-term personal and cost-saving benefits of 
treatment only begin to accrue. 

Attrition rates in the major studies were high. Among DARP patients 13% 
completed outpatient treatment, 20% completed TC treatment and 28% completed 
methadone maintenance. These high drop-out rates were associated with a pattern of re- 
admission to the same or another clinic within a few years. During the 12 year follow-up 
period, for example, the average addict in outpatient treatment had 3.4 more treatment 
admissions, one in a TC had 4.6 more admissions and one in methadone maintenance 
had 5. 1 more treatment admissions . 

Attrition in TOPS and DATOS was also 
considerable. In TOPS, 8% finished a year in 
outpatient, 12% a year in a TC and 33% a year 
in methadone. Among DATOS patients, about 
5% finished one year in outpatient, 8% a TC 
and 44% methadone. A number of factors likely 
account for what appears to be a trend toward 
declining retention include the shrinking of 
adjunct social services provided by the clinic 
and a higher proportion of cocaine abusers in 
later studies and thus fewer patients overall 
who could benefit from the stabilizing effect of 
methadone). The proportion of younger 
patients and multiple-drug abusers — features 
associated with poorer prognoses — has also 
increased. In addition, a higher proportion of 
women in the later studies may also contribute 
to the attrition trend. 


.<EATMENT DROP-OUT in TOPS 
(Treatment Outcome Prospective Study; 
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External Pressure Keeps Patients In Treatment 

Clinicians naturally prefer their patients to exhibit a readiness for 
treatment. “Treatment will only work if the patient is out of denial and in it for himself/' 
goes the popular clinical wisdom Yet, at the time of entry into treatment, many patients 
actually report being pressured to quit by external influences. Still, the addict 'w^o seeks 
treatment in response to threats and entreaties from his spouse, boss, physician or 
landlord is prompted by self-interest; either he is trying to maintain a personal 
attachment or preserve some asset. 

What about addicts who seem to have nothing to lose and no desire for treatment 
but who are legally required to participate? Can they benefit from a process that has 
been assumed to require motivation? The answer is yes. Counterintuitive as it seems, 
initial motivation is not always a prerequisite for successful treatment. Numerous studies 
show that involuntary patients are as likely, sometimes more likely, to benefit from 
treatment as voluntary patients. 

The finding that length of time spent in treatment is a reliable predictor of 
outcome was replicated by each of the government's three large scale outcome studies. 
Taken together, these studies assessed roughly 70,000 patients of whom 30 - 50% were 
legally referred or legally involved. In addition, individuals who were referred by the 
criminal justice system stayed significantly longer than referrals from other sources. 
By contrast, DARP found no correlation between criminal justice status and retention 
or improvement in treatment. At the very least, then, DAJRP patients who were legally 
referred performed no worse than voluntary individuals. Individuals who are legally 
referred to therapeutic communities averaged more days in treatment than voluntary 
patients. Most likely, this represents a balancing-out of two opposite forces. First, the 
more criminally involved the patient, the less favorable his performance in treatment 
(especially his rate of arrest in the post-treatment phase). Second, the retention- 
enhancing effect of legal referral offsets the higher probability of negative outcomes 
among the criminally involved. 

Examples of leverage that work; swift, certain, 
though not necessarily severe 

Although coercive strategies - external pressure to attend and remain in treatment 
" employ sanctions and consequences that its critics regard as punitive or intrusive, both 
the intent and, usually, the result of their application are therapeutic - that is, they help 
reduce drug abuse and the dysfunctional and deviant behaviors for which it is often a 
marker. 
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Contracting 

The obvious strategy behind contracting is to confer some advantage on people 
who manifest a desired behavior, and, conversely, to penalize them for violating an 
agreement. Recall the old public service announcement: "Help an addict; threaten to fire 
him." Contracting, or “soft” coercion, includes private arrangements with employers 
through Employee Assistance Programs and professional societies for impaired doctors, 
nurses, lawyers and pilots wherein the individual is allowed to keep his job or his license 
“in exchange” for abstaining from illicit drugs or problem alcohol use. 

Before describing, contracting as a policy, I want to describe researchers’ 
application of the principles of contracting in treating substance abusers. 

Contingency Ivlanagement — The goal of contingency management (CM) interventions 
is to arrange environmental consequences (rewards and/or punishments) to 
systematically wealcen drug use and strengthen the skills necessary for abstinence. The 
underlying behavioral theory, operant conditioning, holds that the act of using drugs can 
be modified by its consequences. 

The earliest CM studies were conducted with alcoholics. Miller and colleagues 
examined whether CM could be used to reduce public drunkenness. Twenty alcoholic 
men were selected from the dty jail in Jaclcson, Mississippi and randomly assigned to an 
experimental or control group. If they reduced their drinldng, those in the experimental 
group could earn housing, employment, food and medical care through cooperating local 
social service agencies Men in the control group received services as well but they were 
not contingent upon being sober. Alcohol intake was assessed objectively via breath 
alcohol level or by observation of gross intoxication. During the two month study arrests 
in the CM group decreased 85% but remained steady in the non-contingent comparison 
group. (3) 

Steven Higgins and colleagues at the University of Vermont have conducted 
numerous CM trials with cocaine addicts. At the end of the 24-week course of study, 
75% of the voucher group remained in treatment compared to 40% of the no-voucher 
group. Significantly lower levels of self-reported cocaine use in the voucher group 
persisted at 9 and 1 2 months after treatment entry. (4) 

A similar study with inner city cocaine addicts was performed by Ken Silverman 
and colleagues at Johns Hopldns University in Baltimore. At the end of the 3-month 
study period, cocaine use was subsuntially reduced in the experimental group but 
remained largely unchanged in the comparison group. About half of the patients 
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exposed to contingent vouchers achieved between 7 and 12 weeks of continuous 
abstinence; less than 5% of the control patients attained only 3 consecutive weeks 
abstinence. As in most other CM studies, there tends to be a rebound resumption of 
drug use after the vouchers are discontinued, but the experimental groups reliably 
perform significantly better at all stages of follow-up. (5) 

Jesse Milby of the University of Alabama also conducted a study with potential 
real-world application. After two months of intensive dady therapy, the enhanced group 
was eligible to participate in a work-therapy program refurbishing condemned houses. 
For a modest rental fee, they could also live in the housing but participation in the work 
program and housing were contingent on submitting twice weekly dean urine tests. After 
six months individuals in this group achieved significantly greater improvement in 
employment, fewer days of homelessness and less cocaine use than those in the usual 
care group. (6) 

A major drawback to CM is patients' the tendency to resume drug use, albeit at 
a lower level than before treatment, when the contract is withdrawn. This may be due, 
in pan, to the short months-long duration of the research projects. A few months is not 
enough time to enable the person to learn new skills, secure a job and attain the measure 
of personal growth needed to live drug-free. Another problem is the cost of the vouchers; 
inthese studies the "rewards" were written into the grant budget or researchers solidted 
donations from local businesses but real-world treatment can not offer monetary 
incentives. 

Contracting and entitlements — The public entitlement system provides a natural 
laboratory for demonstrating the potential of CM for shaping the behavior of drug 
abusing redpients. Conceivably, disability payments, welfare benefits, veterans benefits 
or other naturally occurring form of cash entitlement could be dispensed in accordance 
with the prindples of CM. 

At Harborview Medical Center in Seattle, psychiatrist Richard K. Ries directs 
a clinic for mentally ill substance abusers. Patients are requested to sign over their SSI 
chedc to the outpatient clinic "w^ch then acts as the "representative payee" and manages 
banlc accounts for the patient-redpients. Rent and other basics are covered by the payee 
and the patient is allowed to "earn back" discretionary funds through compliance with 
treatment, and ultimately control of his passbook to the bank account, when he has 
demonstrated the ability to manage money responsibly. Reis and colleagues compared 
Ueatment outcomes between patients entered into the payeefmeentive arrangement and 
those receiving treatment-as-usual. Over a three-month period, these sicker patients 
' were significantly more likely to attend treatment sessions as their more healthy 
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counterparts and as likely to participate in job training sessions and to stay out of the 
hospital and jail (7) 

The manipulation of benefits to reinforce positive social behavior could be a 
partial solution to the perverse incentives that entitlements often pose. Street 
ethnographers have long known that addicts routinely purchase drugs with welfare 
payments and food stamps but recent quantitative reports have described a reliable 
temporal pattern in which the receipt of monthly benefits are linked to periodic rises in 
emergency room visits for intoxication, overdoses and hospitalizations for psychosis in 
cocaine-abusing schizophrenics. Currently, the West Haven, Connecticut and West Los 
Angeles Veterans Affairs Medical Centers are planning a CM project that would 
distribute veterans' service connected benefits in a contingent fashion to mentally ill 
substance abusers. 

Increasingly, public services are fighting to adopt this quid pro quo philosophy. 
Alphonso Jacl<^on was president of the Housing Authority of the City of Dallas from 
1989 to 1996 and became a crusader is public accountability. During his tenure in the 
housing authority, he was the subject of numerous lawsuits filed by ACLU and legal aid 
organizations because he asked tenants to agree to undergo drug testing as a condition 
of living in the special Self Sufficiency Program within Dallas public housing. 
(Unfortunately, Jaclcson was not allowed to implement his plan). 

Similarly, the Doe Foundation in New York City, which operates the Ready, 
Willing and Able training program and shelter, requires applicants be drug-free as a 
condition of acceptance and, once enrolled, drug- tests its trainees routinely. Recently, 
the Foundation took over a 1 9 2 -bed shelter: initially, 62% of residents tested positive 
on scheduled, announced tests. Nine months later, only 2% were testing positive on 
random tests. Many not-for-profit homeless shelters and churches also require abstinence 
as a condition of receiving services and there is even a state-funded methadone clinic in 
Baltimore that requires that its patients be employed and drug-free a condition of 
remaining in the program. 

Welfare reform legislarion, too, has stimulated many states and localities to revise 
the procedures for awarding benefits. Montgomery County, Maryland, for example, now 
denies benefits to applicants who refuse to undergo drug testing. With problem 
substance use among welfare recipients estimated between 15% and 30% (some 
individual states, according to the Legal Action Center, put it as high as 50%), the 
efficiency of surveillance and sanctioning procedures vrill be put to the test. 
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Employee Assistance Programs - EAP s are a good example of therapeutic coerdon in 
action. These programs were first established in the 1940‘s by employers concerned 
about the impact of employee alcoholism on workplace safety and productivity. 
Accorcfing to the Employee Assistance Professionals Assodation there are about 20,000 
EAPs. Four of five Fortune 500 companies have an EAP. Mandatory referrals to 
treatment as an alternative to dismissal from work represent a significant portion of the 
caseload, ranging from 20 - 60%. 

In a recent study, researchers at the Uruversity of Pennsylvania studied drug-using 
transportadon and dty service union members in Philadelphia. Coerced individuals were 
more likely to complete a course of treatment than were self referred workers (77% vs. 
61% firushed one month of inpatient care while 74% vs. 60% graduated from a series 
of outpatient counseling sessions). At 6 month follow-up, 92% of workers were re- 
interviewed. (8) 

Criminal Coercion 

Drug Courts — To break the cyde of drug-related crime, drug courts offer non-violent, 
usually repeat offenders, the possibility of dismissed charges if they plead guilty and 
agree to a heavily monitored drug treatment-and-tesdng program that is dosely overseen 
by a judge. Infractions (e.g,, positive urines, missed sessions) are met with increasing 
penaldes. According to the National Associadon of Drug Court Professionals, there are 
almost 400 drug courts in operation, up from about 20 in 1994. (9) 

During the late 80's, southern Florida was hit hard by drug-related arrests that 
flooded courtrooms and overwhelmed jail space. Meanwhile, addicts out on probation 
were quiddy re-airested for new drug crimes and the revolving door to the jusdee system 
was spinrung out of control. Drug court provided a way to brealt that door by processing 
cases effidentiy, distinguishing between criminal addicts and addicted criminals and 
“reserving” jail and prison beds for dangerous offenders. 

The accumulated evidence of drug courts’ effectiveness has yet to reach a critical 
threshold — there are only a handful of independently evaluated studies — but early 
data look promising. For example, a 1998 assessment of the Portland drug court was 
recently completed by the State Justice Institute, On outcome measures {e.g., re-arrest, 
conviction two years after leaving program), those who did not enter drug court were at 
least twice as likely to have subsequent felony arrests as those who did. Among enrollees, 
non-completers (less than three months in the program) were about twice as likely to be 
arrested as were graduates. Of note, individuals who completed at least three months 
had significantly fewer^arrests than those who did not. (10) 

In almost all drug courts, retention in court-ordered drug treatment is consistently 
higher than in voluntary treatment. Thus, drug court is a meaningful route of entry into 
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rehabilitation since over 70% of drug court participant have been incarcerated at least 
once, almost three times more than have been in drug treatment (9) General Accounting 
Office found that the average retention rate for drug court programs was a very 
respectable 71% - even the lowest rate of 31% exceeds the average retention rate of 
about 15% at one year for non-criminal addicts in public sector treatment programs. 
(11) Since criminally involved addicts are normally considered the hardest to treat in 
conventional settings, the drug court retention results are even more impressive. And 
the longer participants stayed in drug court, the better they fared. 

According to information maintained by the Drug Court Clearinghouse 
atAmerican University, differences in re-arrest rates are significant. Drug courts 
operational for 18 months or more reported a completion rate of 48%. Depending upon 
the characteristics and degree of social dysfunction of the graduates, rearrest — for drug 
crimes, primarily — was 4% within one year of graduation. Even among those who 
never finished the program (about 1 in 3 fail to complete) re-arrest one year after 
enrollment ranged from 5 - 28%. Contrast this vrith the 26 - 40% re-arrest rate among 
traditionally adjudicated individuals convicted of drug possession who will commit 
another offense within one year, according to the Bureau of Justice Statistics. 

Enlist Other Institutions to Impose Consequences 
and Reward Abstinence 

The workplace and public housing have already been mentioned as venues at 
which drug testing (routine and “for cause”) can be implemented. Combined with 
graduated sanctions, monitoring should be more widespread and include probationers 
and parolees. (12) 

Welfare reform provides an excellent opportunity to transform the perverse 
reward of public entitlements into constructive incentives that promote autonomy and 
recovery using the very same, naturally-occurring benefits that the system already offers. 
For example, women would receive weeldy disbursements of “discretionary” cash (in 
addition to food stamps and rental subsidy) by turning in clean drug screens and/or 
complying with drug treatment). Disability payments and veterans service-connected 
benefits could also be adapted to this model. 

Key points 

1 . The virtues of coercion are; 

a. more substance abusers would enter treatment than would otherwise enroll 
voluntarily, 

b. the likelihood of success in treatment is improved; at the very least, coerced 
^patients do no worse than voluntary patients, 

c. addicts enter treatment earlier in their substance abuse “careers,” when 
intervention can produce greater lifetime benefits. 
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2 . Clmicians need all the leverage they can get. The more reinforcement from other 
social institutions, the better. 

3, Addiction is a behavioral condition for which the prescription of choice is the 
reliable imposition of consequences and rewards, often in a coercive context that 
ensures the patient's retention. This is not punitive, it is a rational clinical approach with 
a proven track record. 
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Mr. Mica. I am now pleased to recognize Dr. Eric Wish, who is 
director of Center for Substance Abuse. Welcome, and you are rec- 
ognized, sir. 

Mr. Wish. Thank you, Mr.,Chairman, and thank you to the other 
members of the subcommittee for the privilege to address you this 
morning. 

Good morning. I speak today as a psychologist with over 25 years 
of experience doing substance abuse research, and I am not going 
to bore you with a lot of my background. It is in my written re- 
marks and additional materials, which I am requesting you place 
in the record. 

Mr. Mica. Without objection, so ordered. 

Mr. Wish. But I would like to, for a moment, tell you a short 
story. I was at a national conference a year or so ago and a veiy 
brilliant social scientist came up to me and said, “You know, Eric, 
you’ve spent your career studying the obvious.” Actually, he said, 
“proving the obvious.” So I picked myself up off the floor and I said 
to him, “What do you mean?” He said to me, “How could anyone 
in this day and age expect other people to admit to using cocaine?” 

I spent much of my career looking at drug use and offenders, pri- 
marily by using urinalysis, and in 1984 I established a research 
study funded by the National Institute of Justice in which I col- 
lected urine samples, voluntary anonymous urine samples, from ba- 
sically about 5,000 people who had been recently arrested and were 
charged with anything you might be charged with in coming 
through the booking facility. And we found at that time, 42 percent 
of the people arrested tested positive for cocaine, meaning almost 
half had used cocaine in the last 2 to 3 days. When we went back 
2 years later in 1986, that number had moved to 80 percent. 

That study showed that many more arrestees tested positive for 
cocaine metabolite than admitted recent use of the drug in con- 
fidential research interviews. These findings provide indisputable 
evidence, that was subsequently replicated in numerous studies, 
that researchers, let alone criminal justice personnel, would greatly 
underestimate current drug use in a detainee population if they re- 
lied solely on people to accurately report their current use of illegal 
drugs. For example, we went into the supervision probation pro- 
gram in Brooklyn and found about six times more users of co- 
caine — this is among probationers — than their probation officers 
thought were using the drug, and that was based on the urine test- 
ing. 

Since doing the research in New York City, the Department of 
Justice and the National Institute of Justice established the DUF 
program, and the types of findings I presented to you on the drug 
use in arrestees in Manhattan has been replicated across the coun- 
try. We are basically — regardless of charge, about anywhere from 
40 to 70 percent of the people who are arrested and processed test 
positive for an illicit drug. 

My thesis today is simple. A growing body of research studies 
provide convincing evidence that in the 1990’s, researchers must 
rely on more than self-reports to estimate recent illegal drug use. 
I emphasize in the 1990’s, because we live in a period of zero toler- 
ance of any illegal drug use and even of the use of some legal drugs 
like tobacco products and alcohol. 
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It is difficult to believe today that in 1974, Dr. Peter Bourne, who 
later became President Carter’s drug policy advisor, said that he 
could not understand DEA’s efforts to interdict cocaine, “the most 
benign of illicit drugs currently in widespread use.” 

How different a society we live in today, where our children are 
bombarded with commercials warning them of the consequences 
from using illegal drugs. Our society’s increasing stigmatization of 
illegal drug use, in ad&tion to the whole fear of HIV, affects survey 
respondents’ willingness to report illegal drug use and explains 
why researchers find more underreporting of drug use in studies 
conducted today than in studies conducted when drug use was com 
sidered more benign. So much of the research in the seventies and 
early eighties could show that people might admit to their drug 
use, but at that time, it was more accepted in our society than it 
is now. 

I am emphasizing the limitations of using self-reports to measure 
recent drug use, because persons are more likely to report using il- 
legal drugs 6 months or 1 year ago than they are to report use in 
the past 3 days. People fear greater consequences if they admit to 
currently using an illegal drug, rather than use in the more distant 
past. 

Now, some scientists are quick to play down the implications of 
studies of the validity of self-reports by arrestees because they 
claim that persons under the criminal justice supervision are least 
likely to report their drug use, regardless of the guarantees of con- 
fidentiality that researchers give them. However, there is extensive 
evidence which is in my written testimony that underreporting is 
a problem in surveys of all types of populations. It could be argued 
that persons in contact with the criminal justice system, the home- 
less and employees, may have significant reasons for under- 
reporting their drug use, even in confidential research interviews, 
as the other research I am not going over shows. 

One might expect, however, that drug abuse treatment clients 
would find little reason to conceal their drug use, especially in ad- 
mission to treatment. Assessment and diagnostic tools generally 
rely upon the person’s accurate reporting of recent drug use and as- 
sociated problems. Moreover, treatment evaluation studies often 
depend on self-report measures of drug use at intake and at fol- 
lowup to assess treatment outcomes. Systematic differences in 
underreporting of drug use would greatly overestimate the bene- 
ficial results of drug treatment. The evidence suggests, however, 
even drug abuse treatment clients may systematically underreport 
their recent drug use. 

So the recent literature raises important questions regarding the 
validity of self-report measures of drug use in a variety of contexts, 
and it can no longer be assumed research subjects will accurately 
report on their relations to drug use when queried during confiden- 
tial research interviews. 

I have three recommendations to the subcommittee. First, all fed- 
erally funded studies of illegal drug use should assess drug use by 
the analysis of biological specimens as well as by self-reports, 
whenever feasible. Such a procedure is especially important in 
evaluating treatment outcome. Without biological testing, it is vir- 
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tually impossible for researchers and policymakers to be certain of 
the accuracy of changes in illegal drug use after treatment. 

Second, the GAO reported measurement of drug use rec- 
ommended that the national surveys of students and household 
members utilized biological measures of recent drug use to assess 
the validity of self-reported illegal drug use. A soon-to-be-released 
study that used the methodology of the national household survey 
and also collected hair samples to measure drug use found much 
higher estimates of cocaine use from the hair tests than from the 
interview responses. It is indefensible that federally funded na- 
tional surveys have not conducted validity studies using biological 
specimens. This subcommittee should see to it that these expensive 
drug surveys not rely solely upon respondents to report their illegal 
drug use. National drug policy must be built upon the most accu- 
rate data we can obtain. 

Third, the Federal Government should foster development and 
testing of new technologies to measure drug use. Hair analysis has 
been found by some researchers to offer advantages in detecting 
the use of drugs such as cocaine and heroin. If further research can 
confirm hair analysis' potential for longer periods of detection, com- 
pared with urinalysis, and reduced vulnerability to contamination, 
hair analysis may offer researchers a new tool for improving the 
measurement of illegal drug use. The ill-advised actions of govern- 
mental personnel to retard and inhibit the research uses of hair 
analysis techniques should be investigated. I have been affiliated 
with several studies that propose to use hair analysis and had been 
approved for funding by peer review panels, only to receive award 
letters that specifically prohibited spending any of the Federal 
funds on the hair analysis. Such ill-advised actions prevent sci- 
entists from developing and testing new methods for measuring 
drug use. 

Thank you, Mr. Chairman, and members of the subcommittee. I 
welcome your comments and questions and I salute your efforts to 
improve the methodology used to evaluate the efficacy of drug 
treatment. 

Mr. Mica. Thank you, Dr. Wish. 

[The prepared statement of Mr. Wish follows:] 
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Thank you, Mr Chairman and members of the Subcommittee, for this opportunity to 
address the Government Reform and Oversight’s Subcommittee on National Security, 
International Affairs, and Criminal Justice. I speak today as a psychologist with over 25 years of 
experience in substance abuse research. During my graduate and postdoctoral training in the 
1970's, I had the privilege of working with Dr. Lee N. Robins in the Department of Psychiatry at 
the Washington University School of Medicine in St. Louis. I was an analyst on her classic 
follow-up study of drug use in Vietnam veterans. That study showed the dramatic and 
unexpected rates of remission from heroin dependence among Army enlisted men after they 
returned to the United States. In the 1980’s, I directed studies of drug use and crime among 
arrestees in Washington, D.C., of marijuana users in treatment in Manhattan, and of heroin and 
cocaine abusing adult criminals in East Harlem. 

In 1 984, 1 received a grant from the National Institute of Justice to assess drug use in 
more than 6,000 persons recently arrested and processed in the Manhattan Central Booking 
facility. That study collected voluntary and confidential urine specimens from almost 5,000 
arrestees. The findings showed the high prevalence of cocaine use among arrestees; 42 percent 
tested positive by urinalysis. That study also revealed the considerable underdetection of drug 
use by thin layer chromatography, the urinalysis technique routinely used at that time to screen 
oflenders and treatment program clients for drug use, compared with the newly developed and 
more sensitive immunoassay tests. The study also showed that many more arrestees tested 
positive for cocaine metabolite than admitted recent use of the drug in the confidential research 
interviews. These findings provided indisputable evidence, subsequently replicated in numerous 
studies, that researchers, let alone criminal justice personnel (Wish et al. 1986), would greatly 
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underestimate current drug use in a detainee population if they relied solely on people to 
accurately report their current use of illegal drugs. 

The results from the Manhattan arrestee study led the National Institute of Justice (NIJ) to 
sponsor me to become a Visiting Fellow at NIJ. In November 1986, 1 joined NIJ to launch the 
Drug Use Forecasting Program ( DUF, recently renamed ADAM), that is currently operating in 
23 sites across the United States. Each quarter, the DUF program measures drug use by 
urinalysis tests and interviews with new samples of arrestees. The program has consistently 
found that the urine tests detect two to four times as many drug users as do the self-reports from 
the anonymous interviews with the arrestees. After leaving NIJ in 1990, 1 took over the 
Directorship of a new academic research center, CESAR, at the University of Maryland in 
College Park. CESAR staff have conducted a number of studies of drug use, treatment need and 
treatment outcomes. 

My thesis today is simple. A growing body of research studies provide convincing 
evidence, that in the I990*s . researchers must rely on more than self-reports to estimate recent 
illegal drug use. I emphasize “in the 1990’s,” because we live in a period of zero tolerance of 
any illegal drug use and even of the use of some legal drugs, like tobacco products and alcohol. 

It is difficult to believe today, that in 1 974 Dr. Peter Bourne, who later became President Carter’s 
drug policy advisor, said that he could not understand DEA’s efforts to interdict cocaine, “the 
most benign of illicit drugs currently in widespread use (reprinted in Musto 1989, p. 4).” How 
different a society we live in today, where our children are bombarded with commercials warning 
them of the consequences from using illegal drugs! Our society’s increasing stigmatization of 
illegal drug use affects survey respondent’s willingness to report illegal drug use and explains 
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why researchers find more underreporting of drug use in studies conducted today than in studies 
conducted when drug use was considered more benign. 

1 am emphasizing the limitations of using self-reports to measure recent drug use, because 
persons are more likely to report using an illegal drug six months or a year ago. than they are to 
report use in the past three days. People fear greater consequences if they admit to currently 
using an illegal drug, rather than use in the more distant past. 

Some scientists are quick to play down the implications of studies of the validity of self- 
reports by arrestees, because they claim that persons under criminal justice supervision are least 
likely to report their drug use, regardless of the guarantees of confidentiality that researchers give 
them. However, there is extensive evidence that underreporting is a problem in surveys of all 
types of populations (Wish et al. 1997): 

Of the patients seeking treatment in a medical clinic who tested positive for cocaine by 
urinalysis, only 28 percent reponed recent use of the drug in the nurse-administered medical 
intake interview (McNagy and Parker 1992). 

Marques et al. (1993) studied a sample of infants and their postpartum mothers using 
interviews and urine and hair analyses. They found that while the cocaine levels in infant hair 
were correlated with analyses of maternal urine (r = .28) and hair (r = .43), the maternal 
self-reports of cocaine use did not correlate (r = .06) with the infant hair results. The authors 
concluded that self-reported drug use information routinely collected by interviewers should be 
interpreted cautiously. 

Cook et al. (1995; 1997) found that less than one half of the employees of a steel 
manufacturing plant who tested positive by urine or hair analysis reported their drug use in 
anonymous research interviews or group-administered questionnaires. The largest amount of 
underreporting was found for cocaine/crack use. 

A study of occupants of shelters and residents of single-occupancy hotels in New York 
City and State found that only one third of the persons who tested positive for cocaine by hair 
analysis reported ever using the drug in the telephone research interview, even though alt had 
been informed that they would be tested (Appel 1995). 
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Faick et al. (1992) reported considerable underreporting of cocaine and opiate use in 
their study of a sample of noi-in-treaiment, nonincarce rated IV drug users who were not given 
advance notice of the urine test. 

National Opinion Research Center researchers recruited adult resident volunteers from 
the neighborhoods around the University of Chicago to participate in a “survey on health 
issues” (Tourangeau et al. 1997). Persons were randomly assigned to the (fake) lie detector 
or control condition. The researchers found that persons who believed they were being 
monitored by a lie detector were more likely to report sensitive behaviors such as lifetime 
marijuana or cocaine use. and drinking and driving, than the control subjects interviewed 
without the lie detector. For example, lie detector subjects were much more likely than control 
subjects to report ever smoking “pot” (71 percent vs. 57 percent) or using cocaine (44 percent 
vs. 26 percent). 

It could be argued that persons in contact with the criminal justice system, the 
homeless, and employees may have significant reasons for underreporting their drug use, even 
in confidential research interviews. One might expect, however, that drug abuse treatment 
clients would find little reason to conceal their drug use, especially at admission to treatment. 
Assessment and diagnostic tools generally rely upon the person’s accurate reporting of recent 
drug use and associated problems. Moreover, treatment evaluation studies often depend on 
self-report measures of drug use at intake and at follow-up to assess treatment outcomes. 
Systematic differences in underreporting of drug use would greatly overestimate the beneficial 
results of drug treatment. The evidence suggests, however, that even drug abuse treatment 
clients may systematically underreport their drug use. 


In a study of persons receiving treatment at methadone programs, Magura et al. (1987) 
found that only 35 percent of those who tested positive for opiates by an immunoassay 
urinalysis test (EMIT) reported using the drug in the prior 30 days. Reporting was higher for 
cocaine (85 percent) and benzodiazepines (61 percent). These results underestimated the level 
of potential underreporting, however, because persons were classified as having used a drug if 
they reported current use or use in the past 30 days, rather than use in the past 2 or 3 days, the 
period to which the urine tests were sensitive. In addition, the fact that in 31 percent of the 
cases the interviews were completed within 28 days after the urine sample was obtained, makes 
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the results difficult to interpret. 

A comparison of the urinalysis results and self-reported drug use for clients in the 
Treatment Outcome Prospective Study (TOPS) 24 months after treatment found that only 33 
percent of those positive for opiates reported using heroin in the prior three days (Research 
Triangle Institute 1994). That study also found that only 40 percent of the cocaine-positive 
clients reported using the drug in the prior three days 

The Early Retrospective Study of Cocaine Treatment Outcomes, a study of clients 
receiving treatment for cocaine at a subset of Drug Abuse Treatment Outcome Study (DATOS) 
programs, found that only 26 percent of the 109 clients who tested positive for cocaine by 
urmalysis at follow-up 12 months after treatment reported using the drug in the prior 72 hours. 
Less than one half (43 percent) of the cocaine-positive clients admitted using the drug in the 
prior two weeks. Even when the researchers expanded their measure to compare the 
concordance between any drug-positive urine test and a self-report of the use of any drug in the 
prior 72 hours, they reported, "but still two-thirds of those who tested positive for any drug 
did not report use of any drug in the past 72 hours" (Research Triangle Institute 1994, p. 4-10; 
see also Poole et al. 1996). 

Magura et al. (1992) obtained interview, urine, and hair test information to investigate 
the validity of hair analysis among clients receiving methadone treatment. They found that 81 
percent of clients positive for cocaine by urinalysis and 73 percent positive by hair analysis 
reported using the drug in the confidential research interview. The numbers were smaller for 
heroin, however~57 percent and 64 percent, respectively. 

Hinden et al. (1994) found that most of the persons who tested positive by hair analysis 
for heroin (96 percent) or cocaine (89 percent) at the inception of residential treatment had 
reported their use of these drugs during the admission interview. However, at the 
post-treatment interview, only 67 percent of those positive for heroin and 51 percent of those 
positive for cocaine reported using the drugs. The authors speculated that persons may be less 
likely to report drug use after treatment or when not in the protected treatment environment. 
Similar concerns have been raised by Magura and Kang (1995) and Wish et al. (1997). 

Sowder et al. (1993 ) reported that clients who have received treatment may be less likely 
to report drug use at a follow-up interview than control subjects who received no treatment. 
Persons who received treatment may not want to admit to the interviewer that they have relapsed 
to drug use. Persons may not want to admit that they wasted their time in treatment! Such a bias 
could make the group that received treatment appear better at follow-up than control subjects, 
simply because of differences in self-reporting in the two groups. 

In summary, the recent research literature raises important questions regarding the 
validity of self-report measures of drug use in a variety of contexts. It can no longer be 
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assumed that research subjects will accurately report on their illicit drug use when queried 
during confidential research interviews. The accuracy of the information obtained will vary 
depending upon the research context, the type of respondents and even the type of drug use 
being measured . This does not mean that the findings of treatment evaluations that rely solely 
on self-reports of drug use are inaccurate. My point is that unless researchers use biological 
assays, such as urine or hair analyses, along with self-reports when attempting to measure the 
recent use of illegal drugs, the findings are suspect. 

Recommendations 

1. All federally funded studies of illegal drug use should assess drug use by the analysis 
of biological specimens as well as by self-reports, wherever feasible. Such a procedure is 
especially important in evaluating treatment outcome. Without biological testing, it is virtually 
impossible for researchers and policymakers to be certain of the accuracy of changes in illegal 
drug use after treatment. 

2. The GAO report on measurement of drug use recommended (General Accounting 
Office 1993) that the national surveys of students (Monitoring the Future) and household 
members (National Household Survey) utilize biological measures of recent drug use to assess 
the validity of self-reported illegal drug use. A soon- to-be-released study that used the 
methodology of the National Household Survey and also collected hair samples to measure drug 
use, found much higher estimates of cocaine use from the hair tests than from the interview 
responses. It is indefensible that federally funded national surveys have not conducted validity 
studies using biological specimens. This Subcommittee should see to it that these expensive 
drug surveys not rely solely upon respondents to report their illegal drug use. National drug 
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policy must be built upon the most accurate data we can obtain. 

3. The federal government should foster the development and testing of new 
technologies to measure drug use. Hair analysis has been found by some researchers to offer 
advantages in detecting the use of drugs such as cocaine and heroin (see review by Wish et al. 
1997). If further research can confirm hair analysis’ potential for longer periods of detection 
(compared with urinalysis) and reduced vulnerability to contamination, hair analysis may offer 
researchers a new tool for improving the measurement of illegal drug use. The ill-advised 
actions of governmental personnel to retard and inhibit the research uses of hair analysis 
techniques should be investigated. I have been affiliated with several studies that proposed to 
use hair analysis and had been approved for funding by peer review panels, only to receive award 
letters that specifically prohibited spending any of the federal funds on hair tests! Such ill- 
advised actions prevent scientists from developing and testing new methods for measuring drug 
use. 

Thank you Mr. Chairman and members of the Subcommittee. I welcome your comments 
and questions. I salute you for your important efforts to improve the methodology used to 
evaluate the efficacy of drug treatment. 
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national reputation for rigorous research in what has been called applied epidemiology, the 
tracking of drug use in various populations and the presentation of findings in a manner that is 
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drug use, and drug policy. 
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Mr. Mica. Now I would like to recognize Mr. Raymond Soucek — 
or Soucek? 

Mr. Soucek. Soucek. 

Mr. Mica. Soucek. I destroyed that, I apologize — who is president 
of the Haymarket Center. 

You are welcome, sir. 

Mr. Soucek. Thank you, Mr, Chairman, for providing 
Haymarket Center with this opportunity to present testimony. My 
oral statement is an abbreviated version of my written testimony, 
and I ask that it be placed into the record. 

Mr. Mica. Without objection, so ordered, 

Mr. Soucek. I serve as president of Haymarket, a comprehensive 
substance abuse treatment center, located on the near west side of 
Chicago. It was founded in 1975 by Monsignor Ignatius 
McDermott, a Catholic priest. 

Over the past 23 years, we have grown into the largest treatment 
center in the city of Chicago and the third largest in the State of 
Illinois. We offer comprehensive and integrated treatment services 
to an average of 13,000 unduplicated clients annually. We are 
pleased that Congressman Hastert chose to visit our facility earlier 
this month. 

Accompanying me today is Ms. Bettie Foley, associate director of 
Haymarket. Bettie is an expert on two special substance abuse pop- 
ulations within the treatment field — the nonviolent offender and 
pregnant women and postpartum women. She is available to an- 
swer any questions that you or your colleagues may have. She will 
also be providing testimony tomorrow. 

Haymarket Center is a nonsectarian, nondenominational, not-for- 
profit organization. We consider our treatment approach, however, 
to be faith-based, since we believe that spirituality plays a role in 
recovery. Spirituality in our programs is focused on our efforts to 
reunite and reconnect recovering addicts with aspects and relation- 
ships in their lives which they have been separated from because 
of their addiction. 

This approach, most commonly employed through our integrating 
“12-step” principles into our treatment programs, focuses on recon- 
necting our clients to themselves and to others who were important 
in their lives before the substance abuse took control over their 
lives. 

We at Ha 3 miarket have developed several unique programs to ad- 
dress the needs of high-risk populations throughout our 23 years. 
We refer to this as a “continuum of care.” This continuum is the 
integration of drug abuse prevention, drug abuse treatment, med- 
ical and health services, day care, parent training, vocational edu- 
cation, job placement, and screening for domestic violence and gam- 
bling addiction. 

The continuum provides clients with a comprehensive and inte- 
grated range of treatment programs. Clients are encouraged to ad- 
dress all issues related to their addiction as they progress along the 
continuum of care. 

Clients are informed that spirituality through faith can be an im- 
portant factor in their efforts toward total recovery. In order to en- 
sure that each Haymarket client receives specific and individual- 
ized services, we continuously enhance the development and imple- 
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mentation of programs for men, women and families that are based 
on gender differences, cultural sensitivity and the ever-changing 
demands for services. 

Our mission is to return recovering addicts to society in a drug- 
free state, but also in a condition that is physically, mentally, and 
spiritually healthy, thus enabling them to become more productive 
members of society. Our model of the integration of comprehensive 
services enables us to meet that goal. We feel that it is crucial to 
stress today that treatment works, and that investing in innovative 
and effective substance abuse treatment methods is a crucial com- 
ponent of the Federal Government’s drug control policy. 

Along with prevention, treatment is an essential component in 
any demand reduction strategy. Based on our experience with the 
front line fight against substance abuse, we believe treatment is 
the most cost effective way to combat addiction and drug-related 
crime. This belief is backed by extensive research which confirms 
that treatment is cost effective. Unfortunately, less than one-third 
of the Federal drug budget is devoted to reducing the demand for 
drugs and treatment is too often overlooked. 

We are pleased that the House Appropriations Committee re- 
cently supported a bill providing increased funding for the pro- 
grams of the Substance Abuse and Mental Health Service Adminis- 
tration. We ask that the members of this subcommittee support 
these funding increases for SAMHSA. As good stewards of Federal 
funding, the treatment community can continue to improve services 
by equipping itself with a better understanding of which treatment 
methods are most effective with which subgroups of abusers and 
addicts. For example, program models which were developed to 
treat the white male population may not be directly transferrable 
to other groups such as black female pregnant women. 

Finally, the GAO study published in March of this year verifies 
that treatment consistently reduces drug use and crime, but cur- 
rent data collection techniques do not allow accurate measurement 
of the extent to which treatment reduces the use of illegal drugs. 
One Haymarket program, however, has recently been evaluated to 
demonstrate results. 

In 1995, Haymarket received a grant from the Center for Sub- 
stance Abuse Treatment to implement and evaluate comprehensive 
residential treatment, childcare and after care programs for chemi- 
cally dependent women and their children. This program called 
Athey Hall also had a 2-year evaluation component. The evaluation 
component was conducted by CSAT in the fall of 1997 and con- 
cluded with a report on the status of clients who successfully com- 
pleted the Athey Hall program. 

Through interviews with clients, family members and close per- 
sonnel contacts, and also with the use of random urine screenings, 
the evaluators determined that the recovery rate for the discharged 
clients from Athey Hall’s first 2 years was approximately 70 per- 
cent. Even in the worst case, with all nonreporting clients assumed 
to have recidivised, this recovery rate exceeds the norm for Illinois. 
The majority of these recovering clients maintain jobs, have gone 
back to school, have received custody of their children, and have es- 
tablished independent housing for themselves and their families. 
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With us today we have several copies of this and other research 
which confirms that treatment works and it is cost effective. We 
would be happy to share these reports with the members of the 
subcommittee and ask that they be included in the hearing record. 

Mr. Chairman, and the members of the subcommittee, as Con- 
gress determines the direction and best use of Federal resources 
and the scope of policy with regard to our Nation's substance abuse 
epidemic, we urge you to recognize treatment as a vital and effec- 
tive component of the overall war on drugs. 

Knowledge and implementation of comprehensive and effective 
treatment practices is the most successful strategy treatment pro- 
viders can employ in our mission to move people away from de- 
pendency and toward becoming productive members of society. We 
hope that you will recognize the value of treatment as you develop 
new legislation to implement drug control strategies. Thank you for 
the opportunity to testify today. 

Ms, Foley and I would be happy to answer any questions that 
you may have. 

[The prepared statement of Mr. Soucek follows:] 
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Thank you, Chairman Hasten, for providing Haymarket Center with this opportunity to present 
testimony before your subcommittee. 

1 serve as President of Haymarket, a comprehensive substance abuse treatment center on the 
Near West Side of Chicago, founded in 1975 by Monsignor Ignatius McDermott. Over the past 
twenty-three years we have grown into the largest treatment center in the City of Chicago, and 
the third largest in the State of Illinois. We offer comprehensive and integrated treatment 
services to an average of 13,000 clients annually. 

Accompanying me today is Bertie Foley, Associate Director of Haymarket. Bettie is an expert 
with respect to two special substance abusing populations within the treatment field - the 
nonviolent offender and pregnant women. She is available to answer any questions the 
Subcommittee might have with regard to these two critical issues. 

Though we are a non-sectarian, non-denominational, not-for-profit organization, we at 
Haymarket consider our treatment approach to be faith-based since we believe that spirituality 
definitely plays a role in recovery. Spirituality in our programs is focused on our efforts to 
reunite and reconnect recovering addicts with aspects and relationships in their lives from which 
they have been separated because of their addiction. This approach, most commonly employed 
through our ‘‘Twelve Step" programs, addresses the namre of the person and focuses on 
reconnecting our clients to themselves and to others who were important in their lives before the 
substance abuse took control. 

We at Haymarket have developed several unique programs to address the needs of high-risk 
populations throughout our 23 years. Still, we acknowledge a need to continue to refine what we 
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refer co as a “cominuum of care” for our clients. This “continuum” is the integration of drug 
abuse prevention, drug abuse treatment, medical and health services including HIV/AIDS, day 
care, parent training, vocational education, job placement and screening for domestic violence 
and gambling addiction. The continuum provides clients with a comprehensive and integrated 
range of treatment programs. Clients are encouraged to address their issues as they progress 
along the continuum of care, and are reminded that spirituality, through faith in a power greater 
than themselves, can be a crucial factor in their efforts towards total recovery. 

Our clients are immediately assessed upon admittance to our facilities and are referred, 
depending upon physical and mental status, to the most appropriate treatment from our array of 
programs. In order to ensure that each addict receives the specific and individualized services he 
or she may require, we continuously enhance the development and implementation of programs 
for men, women and families that are based on gender specificity, cultural sensitivity and the 
ever changing demand for services. 

In addition to detoxification and residential treatment, Haymarket offers specialized residential 
and outpatient treatment programs for pregnant, posqjartum and parenting women. We provide 
an on-site preventative health care clinic that is part of the Healthy Start network and child 
care/licensed day care programs. Our mission is to return recovering addicts to society in a drug- 
free state but also in a condition that is physically, mentally and spiritually healthy and thus 
enabling them to become more productive members of society. Our model of the integration of 
comprehensive services enables us to meet this goal. 

We feel that it is crucial to stress today that treatment works, and that investing in innovative and 
effective substance abuse treatment methods is a crucial component of the Federal government’s 
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drug control policy. Along with prevention, treatment is an essential component of any demand 
reduction strategy. Based on our experience with the front-line fight against substance abuse, we 
believe treatment is the most cost-effective way to combat addiction and drug-related crime. 
This belief is backed by extensive research which confirms that treatment is cost-effective. 
Unfortunately, less than one-third of the federal drug budget is devoted to reducing the demand 
for drugs, and treatment is too often overlooked. 

We believe that these limited resources ought to be targeted towards high-risk populations and 
towards programs which will provide the greatest return on the federal investment. In order for 
the treatment community to do a better job with federal resources, policy related to treatment and 
prevention must become more coherent and better coordinated, and post-treatment outcomes 
must be stressed. 

For this coordination to occur, the treatment community needs to equip itself with a better 
understanding of which treatment methods are most effective with which subgroups of abusers 
and addicts. For example, program models which were developed to treat a white, male 
population may not be either gender specific nor culturally sensitive and therefore not directly 
transferable to other groups like pregnant women. 

Finally, studies continue to show that which Haymarket and other treatment providers already 
know: treatment works. The GAO study, published in March this year, verified that treatment 
consistently reduces drug use and crime, but current data collection techniques do not allow 
accurate measurement of the extent to which treatment reduces the use of illegal drugs. One 
Haymarket program, however, has recently been evaluated to demonstrate such results. 
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In 1995, Haymarket received a grant from the Center for Substance Abuse Treatment (CSAT), to 
implement and evaluate a comprehensive residential treatment, childcare and aftercare program 
for chemically dependent women and their children. The Athey Hall program's two-year 
evaluation, conducted by CSAT in Fall 1997, provides factual evidence to support that 
Haymarket ’s comprehensive approach to treatment, including the availability of faith and 
spirituality as components, results in outstanding recovery and placement figures. 

The evaluation concluded with a report on the status of clients who had successfully completed 
the Athey Hall program. The program successfully discharged, or graduated, 64.6 percent of its 
clients during the first two years. The evaluation team was successful in reaching and surveying 
more than two thirds of these clients. Of them, approximately sixty percent were working, and 
about one-third were pursuing a G.E.D. or other training. Approximately one half were living 
independently, and two thirds were attending community self-help groups. Less than one half 
were receiving welfare payments or food stamps. 

Through interviews with clients, family members and close personal contacts, and with the help 
of random urine screenings, the evaluators determined that the recidivism rate for discharged 
clients from Athey Hall’s first two years ranged from 20 - 43 percent. Even at worst case, with 
all non- reporting clients assumed to have recidi vised, this recidivism rate still falls below the 
Illinois average. 

With us today we have several copies of other research which confirms that treatment works and 
is cost-effective. We would be happy to share these with members of the Subcommittee. 
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Mr. Chairman and Members of the Subcommittee, as Congress determines the direction and best 
use of federal resources and the scop)e of policy with regard to our nation’s substance abuse 
epidemic, we urge you to recognize treatment as a vital and effective component of the overall 
war on drugs. Knowledge and implementation of comprehensive and effective treatment 
practices is the most successful strategy treatment providers can employ in our mission to move 
people away from dependency and toward becoming productive members of society. 

Thank you for the opportunity to testify today. Ms. Foley and I would be happy to answer any 
questions you may have. 
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What’s Inside 

Tlie facts and figures contained in this report highlight the destructive impact of substance abuse 
on crime in our society and demonstrate how treatment has been effective In reducing some of the 
negative behaviors commonly associated with substance abuse 


BoKuOiie Summary 
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TASC in Iliinois 

TASC (Treatment Alternatives for Safe Communities) is a private, not-for-profit organization whose 
primary goal is to break the vicious cycle of drug abuse and criminal activity among non-violent 
drug-involved offenders by linking the legal sanctions of the criminal justice system with drug 
treatment There are eleven TASC offices throughout the state and services are available in every 
judicial circuit in Illinois. 

TASC links the criminal justice system to community-based substance abuse treatment by 
providing: 

• Intervention to Identify substance-abusing offenders in need of treatment 

• Assessment of the offenders’ level of substance abuse, need for treatment, and 
motivation and cooperation for treatment 

• Service Planning for the individual needs of each client considering such factors as the 
client’s problem, ancillary services required and the availability of treatment resources 

• Placement of offenders into the appropriate type and level of treatment as well as 
referral to ancillary services 

• Monitoring of offenders throughout treatment 

• Reporting to the court system on client progress/failure 

TASC uses its unique case management model to reach other critical populations, including: 

• delinquentjuveniles 

• ^uth in the child welfare system 

• HIV infected individuals 

• substance-abusing welfare recipients 


Forthe complete "Public Safety Partnership" from which the followingsummaries are extracted, 
please contact TASC’s Communications Office at (312) 573-8225. 


O 1998 TASC, Inc. 
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Executive Summary 

Substance Muse ft Clime 

The link between drug use and crime is inextricable. A study of men and women arrested in Illinois 
revealed that over 60% had been using an illicit drug near the time of their arrest. Within Chicago, the 
usage rates are much worse, in some cases as high as 83% use prior to arrest. These figures indicate that 
Illinois has one of the worst drug use rates among arrestees in the country. 

As the number of drug-related -kyrockets, so does the number of inmates with a history of or a 

current drug dependency. CXer 50% of (he men and over 60% of the women in the Illinois prison 
system have had a drug dependent'v a[ some point in their lives. The nature of addiction dictates that 
those inmates who don’t receive substance abuse treatment are likely to return to society with their 
addictions intact ~ and the cycle of abuse and crime will continue. 

The dramatic increase in juvenile crime and, in particular, juvenile violence has been accompanied by 
steady increases in drug use and abuse by juveniles. The number of juvenile arrestees nationwide testing 
positive for drugs has increased from 25% to 54% over the last four years. Increased drug use among 
America’s children is prevalent in the general population of youth as well as juveniles arrested and/or 
detained by the criminal justice system. Drug abuse education, prevention and treatment programs for 
America’s youth are components essential to reducing drug-related crime committed by children. 

Substance abuse not only impacts criminal activity and juvenile justice, but domestic violence and 
public health as well. The majority of domestic violence perpetrators are substance abusers, and many 
victims of domestic violence arc also alcohol or drug abusers. Additionally, aside from being a public 
health issue in itself, substance abuse is often implicated in the transmission of the AIDS virus. 
Intravenous drug use is the greatest vehicle for the transmission of HIV among women, and is the 
second-greatest among men. Substance abuse also leads to situations which put many abusers in much 
greater risk for contracting HIV, including unprotected sex, sex for drugs, and prostitution. 

The EffacMveu oss of Subotaico Abuse Treatment 

Despite the overwhelming nature of the problem, effective treatment interventions do exist. A 1996 
Congressionaliy-mandated study demonstrated that, beyond decreasing participant's substance abuse 
rates, treatment also resulted in decreased rates of criminal activity and arrests, homelessness and high- 
risk sexual behavior. It also showed an increased rate of employment and improved overall health status 
feir participants in the substance abuse process. 

The most effective programs are those that not orJy provide treatment, but also help offenders make 
the transition from the criminal justice system to the community. In Chicago, the Cook County Jail's 
IMPACT program, which provides in-jail treatment as well as communitybased (blldw-chrough, has 
signiflcandy reduced tearrest races of participants, dependent upon the length of time spent in 
treatment and participation in communitybased treatment and aftercaie. 

Although there is abundant evidence that substance abuse treatment reduces both drug use and 
recidivism, resources to develop effective treatment systems are scarce. A large number of people 
needing treatment are unable co access it To effea major change on drug-related crime in Illinois, 
interventions are needed to effectively identify those in need of substance abuse treatment, motcK their 
service needs with available resources, treat them with the appropriate type and level of care, monitor 
tJieir progress and recovery, and successfully feintegmte them back into the community. 
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Substance Abuse & Crime 

Since the eatly 1970's, substance abuse has had a devastating impact on the criminal justice 
system in the United States. Below are excerpts of recent research that demonstrate the 
effect of substance abuse on crime and our society. 


330,000 Labeled 
Hard-Core Users 

SOURCE 

Chicago Tribune, December 11, 1997 


Previous Casual and HardCore Drug Use Estimates In Cook County 


Traditional studies used phone calls and mail-in surveys to gather data. 

117,000 


Current HardCore Drug Use Estimates In Cook County 

The current study uses personal interviews and contacts to gather data. 


HanLnnro I Icor Used crack, ponder cocaiM or beroin oi eiglit or more 
ndnnMiruUMSn ijpdmiig at least om of tie preceding two months 


Research was conducted for the Office of National Drug Control Policy by Abt Associates, Inc. 
The study does not suggest that hard-core drug use has gone up, only that it is more widespread 
than many thought Previous research methods substantially under-counted hard-core addicts. 






"The Mkigs are probably closer to the real picture than what Is 
nonnaly recorded If these nundbers are true, we have to look at 
pravking a tot more tre a tment to hardcore drug users than is 
currently avalable." 

' Joseph Cali&no, foimer U.S. health secretary who now heads the Center on 
Alcoholism and Substance Abuse in New York City 


© 1998TASC, Inc. 
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Substance Abuse & Crime 


Alarming Rate of 
Drug Use Among 
Illinois Felony 
Arrestees 

SOURCES 

Illinois Dnjg Use Forecasnng (DUH) 
Study, TASC Research 1996 

Chicago Arrestee Drug Abuse 
Monitoring Program (ADAM), TASC 
Research 1997 


In Chicago... 

Drug use rates among Chicago male felony arrestees are 
high across age groups, but ‘'harder” drugs become 
more prevalent as arrestees get older. 



Pere«m irf male felom arestm in Chicago who tested 
positive for recent drug use 


83 % 


In Illinois. 



ftrant nf Hnmitnni Testtaf IW tiw 


Most male and female 
felony arrestees in Illinois 
used illicit drugs in the 
days before their arrest. 


Percent of Illinois felony aimtees, male and female, Nbo 
used an illkit drag near the time of their arrest 


60 % 


© 1998 TASC, Inc. 
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Substance Abuse & Crime 


The Increase in 
Drug Arrests and 
Drug Offenders in 
Cook County and 
Illinois Is 
Overwhelming 

SOURCES 

Illinois Criminal jusrice Information 
Authonry, 1997 



Increase in the ten years between 1976 and 1986 
Increase in the five years between 1986 and 1991 
Increase in the five years between 1991 and 1996 

Total increase from 1976 to 1996 


19 % 

58 % 

87 % 


Between 1988 and 
1996, IDOC admissions 
from Cook County for 
drug offenses have 
increased seven-foid, 
overtaking vioient 
crimes in terais of 
numbers of admissions. 


7000 



a 

i 

*8 

I 

z 


■■xonthwed en the next |iage 
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Substance Abuse & Crime 


Drag cases now amount to 
more than 50% of all 
felonies charged in Cook 
County, and the total 
numbff is more than all 
felonies combined in any 
year before 1988. 



There were almost 14 times as many drag offenders in 
Illinois prisons in 1996 as there were in 1985. During that 
smne time period, the percent of state prisoners that 
were drag offenders rose from 3.7% to 23.4% 



Nmber of Dng Offender 
u Hiiois Prisois ii 19S5 


673 


Percent Increase 


Nmbor of Drag Offenders 
h IITnois Prisons in 1996 


9,093 


1250% 


199S NatM>nal Average of Drag (Hfendera in State Prisons 
Drag Offenders in llliiMHS ftisons in 1^^ 


4,498 

8,415 


O 1998 TASC. Inc 
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Substance Abuse & Crime 


The Majority of 
Illinois Inmates 
Have Been Drug 
Dependent 

SOURCE 

Survey of Illinois Inmates 
TASC Research 1994 


Over half of both male and female inmates in Illinois report 
having a drag dependency at some point during their lives. 

f t n mt of DOC Mndiiliag wHIi DIamMset of Dmc Popoodindoi Durlac Thoh- Lives 

70 



The oveniiiheiming majority of both male and female inmates 
diagnosed with drag oependencies within the year before 
incarceration had dependencies classified as severe. 
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Substance Abuse, 
Juvenile Justice 
and Our Nation’s 
Youth 


Substance Abuse & Crime 


From 1992 to 1996, the number of juvenBe airestees or 
detainees testing positive for drug use has doubied. The 
number who test positive for manjuana use has tiipied. 

Average hrcant TesUag MUn for Drags Amoag Jmeoile Arrootees or Detdnoes 



199 ? 1993 1994 1995 1996 


Percent of ifoutii using marijuana before age U 
who go on to use cocaine 

(beater Ikeliood that 

wl use cocaine, coiqm to noiHnanjuana usei^ 


43 % 


Even among the generai 
youth population, drug use 
rates are distuitmg. 



© 1998 TASC. Inc. 
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Substance Abuse & Crime 


Substance Abuse 
and Domestic 
Violence 


The foremost element ii (islii^i^^ 
women from noiKibused nomen is 
alcohol use by tiK hfiband or boyfriend. 


Percent of domestic violence cases ini^ 
alcohol ordnigHse 


50 % 


Of the HOBN carreitly beii| served by prograns ia Illinois 
that treat donesticvioleice issues, percent that Mie active 
sObstaaceabisers 

Of the WNMO in doBestk violeace shetteis after 
relationships of seven or more years, pereent that reported 
that their partners had severe atcoholor drag problems 


42 % 

85 % 



The level of violence in domestic 
violence situations increases when 
either the batterer or victim has 
akoboi problems. 


Of the domestic violeoce peipetr^rs kHled by the women 
they battered, percent thk were intenicated every day or 
alnwst every day 


78 % 


© 1998TASC. Inc. 
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Substance Abuse & AIDS 


Substance Abuse 
and AIDS in Illinois 


In Chicago... 

While the total number of AIDS cases has declined in the last 
few years, since 1988 transmission via injection drag use has 
actualy increased and has consistently been the fastest 
growing percentage of new AIDS cases. 


f 




Many higlHisk sexual 
activities are common 
among women who are 
substanceabusing 
offenders. 


315 female drug offenders were surveyed in the 
Cook County Department of Corrections 


20% had two or mere MX partners In 
the previous month. 

U% had traded mx for (bugs in the 
previous month. 

Dat n wtt i 3% and HH bed ai wses c e un nidy 
asn od m ted vritb HN Meetkm nd AIDS. 


Substance abusing offenders are 3-11 times more likely 
to be HIV positive than the general population. 


Percent of new HiV cases in Chicago resulting 
fitmi Mglwish sexual activity or injection drug use. 


90 % 


sexual activities IncKide male-male seoial contact, prostitution, trading sex for drugs, multiple partners, 
anounprotected male-femate senial contact 


In Illinois... 


Pertent of new HIV cases among men 
frommjectienibigHse. 

Percent of new cases among women resale 
from injection dr^ise. 


28 % 

47 % 


0 1998TASC. Inc. 
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Substance Abuse Treatano^ 

The Nature of Addiction 

Addiction to dnig$ and/or alcohol tsa complex physical and psychological condition. Most people 
who use alcohol or illicit drugs stop at the “recreationar stage but some people's use progresses 
to a problematic stage. Without appropriate intervention, their drug use may become habitual 
and develop into a physical and psychological dependency. 

• Addiction is a chronic, relapsing condition that impairs the addicted person's ability 
totunction in alt aspects of their lives. 

• Addicbon is defined by compulsive use with loss of control, and continued use 
despite adverse consequences. 

• Substance abuse affects not only the user, but also his/her family. 


"Twenty years of neuroscience research have brought us to where we can actually 
see increases in specific brain activity that are linked to the experience of craving. 
If we can understand the mechanisms that cause craving in people addicted to 
cocaine or other drugs, more effective treatment strategies can be developed that 

counteract craving.’' - Alan Leshner, Ph.D., Director, National Institute on Drug Abuse 


How Treatment Works 

In mostcasesatleastayearoftreatmentandself-helpgroupsisneededbeforBaperson becomes 
secure m recovery Frequently more than one attempt at treatment is needed. The likelihood of 
relapse is high, however, relapse can be prevented through effective treatment and aftercare 
services Recov^ng alcoholics or addicts often participate in support groups for many years. 

• Treatment focuses on personal reponsibility In coping with the illness. 

• Duringtreatment recovering users: 

- receive information about drugs and addiction 

- are r»nfronted with the negative consequences of their addiction 

- are forced to take responsibility fortheir actions 

- gam insight about their relationship with alcohol and other dmgs 

- develop new patterns of thinking, feeling and behaving 

- work on the developmental tasks and skills needed to thrive in everyday life 


"Thanks to the phenomenal progress In addiction research made In recent years, 
we now know more about drug abuse, and what to do about it, than ever before.” 

• Alan Leshner, Ph.D. 


Despite the impact of drugs on crime, substance abuse treatment models have been shown to 
have remarkably decrease substance abuse and recidivism rates. On the following pages are 
excerptsofrecentresearchthatdemonstratetheeffectivenessoftreatment and outline treatment 
interventions which have proven particularly successful. 


© 1998 TASC, Inc. 
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Substance Abuse Treatment Effectiveness 


Treatment 
Significantly 
Reduces Criminal 
and Other 
Dangerous 
Behaviors 

SOURCE 

National Treatment Impnwement 
Evaluation Saiiiy. 1996 


in the 12 months 
following treatment, the 
number of oarticipants 
using any onig or those 
nsin^ crack, cocaine and 
heroin dropped by as 
mnch as 50%. 


An^ Drug Crack Cocaine Herwn 



In the 12 months following treatment, the nnmber of 
participants committing specific crimes dropped as 
much as 82%. 


70 



SeNing Drugs Stwolflting Arrested (Any Cnme) Primary income ^OlTl 

Illegal Acihrty 


in addition to a reduction in drug use and 
criminal activity, HIV risk behaviors declined 
significantly, including a 56% drop in the 
exchange of sex for money or drugs. 


O 1998 TASC, Inc. 
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Substance Abuse Treatment Effectiveness 


Multi-Stage 
Treatment is Most 
Effective in 
Reducing Drug Use 
and Recidivism 

SOURCE 

Center for Drug and Alcohol Studies 
University of Delaware, 1997 


50 



47% of the participants who 
received three stages of 
treatment remained dmg-free 
within 18 months of release, 
compared to only 16% of timse 
who didn't receive any 
treatment. 


*/ stage ~ prison-based treatment only 

2 stages * work-telease and community treatment, but no pruon-based treatment 
3 stages - pmon-based, work release and community-based treatment 


I 

I 

i 
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77% of the participants who 
received prison-baUd 
treatment services, worh 
release treatment services and 
community4)ased treatment 
services remained arrest-free 
within 18 months of release, 
compared to only 46% of those 
who didn't receive any 
treatment. 


Average iicideice of me for those partkipaots is the 
thieMtage ^oop who did report drag ise 


Aver^ ucidence of ese for those partkipaits 
recemigiotreatiieiit 


Once a month 
or less 


Several times 
per week 


O 1998 TASC, Inc. 
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Substance Abuse Treatment Effectiveness 


Illinois Jail and 
Community-Based 
Treatment 
Program Reduces 
Recidivism 


Project IMPACT Study 
James Swartz, Ph.D. 1996 


Project IMPACT is a substance abuse treatment program in the 
Cook County Jail. The program includes not only intensive jail* 
based treatment, but also linkage to community-based services 
and case management of offenders after their release from jail. 


70 



1 10 
0 



Within one year of release, 

SZ% of those who participated 
for less than 30 days had been 
arrested again. Of those who 
remained in the program 90- 
150 days, only 2S% were 
arrested again. 

Participants who aiso received 
community-based services had a 
recidivism rate 50% less than 
those who didn’t receive 
community-based treatment. 


© 199B TASC, Inc. 
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Substance Abuse Treatment Effectiveness 


The Most Common 
Forms of Drug 
Abuse Treatment 
Aid in Reducing 
Criminai Activity 

National Institute on Drug Abiue 
Drug Abuse Treatment Outcome 
Study (DATOS), 1997 


Dra^ abuse treatment was successful in reducing the number of 
participaiits committing illepi acts by as much as 60%. 


SbortTem Inpeitient 





TIk ab^ to keep participants in tieabnent was tiM 
detennuni^ factor n successful treatment outcomes. 


TIm NtjAf pitdctofs of Ikw liN^ {nrUcipMrts inmU stay in tiwtumri iverc 

‘M prior traMeiiitttlielw 
•yttii^pyfcolo^cdlcowsciig 
- lack of aiy oUmt severe psycMo^ 

‘ pnssve to sfay m trntRNiit 


O 1998 TASC, Inc. 
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Die Need for Treatment 


Populations 
Supported by 
State Systems are 
Most in Need of 
Treatment 

SOURCES 

Treatment Needs Survey' 

Dlinois Office of Alcoholism and 
Substance Abuse, 1996 


An average of 50% of 
inmates in Illinois jails and 
prisons need substance 
abuse treatment. 
Additionally, more than 40% 
of DCFS aiidTANF clients 
need treatment 



60 


50 



40 
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A SUMMARY 

of 

ATHEYHALL 


from the 


EVALUATOR'S 

SECOND Vi^lt REPORT (YEAR 02) 


A RESIDENTIAL TREATMENT PROGRAM 
FOR CHEMICALLY DEPENDENT WOMEN 
AND THEIR CHILDREN 


AN ILLINOIS DEMONSTRATION PROJECT 


HAYMARKET CENTER OF McDFRMOTT CENTER 
AND 

ILLINOIS STATE OFRCE OF ALCOHOL & SUBS LANCE ABUSE (OASA) 


Center for Substance Abuse Treatment (CSAT) 
Grant# 1 HD8 Til 1 120-02-000 
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^Athey Hall ba5 taught me a k>t as far as parenting 
skills, being responsible, managing my life, and as far 
as the outside, being prepared for independent livings I 
feel more motivated now and very encouraged now that 
1 understand the meaning of being respoi^ble and 1 feel 
great about myself today, my self esteem is up more, 
and Fm determined to keep myself maintained.^ 

(Athey Hall Cbent, Evaluator’s Focus Group, Year 02) 
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INTRODUCTION 


r 30, 1997) provides an overview and assessment of the Athey 
Hall program’s first joa) years. That Report contains 165 pages and 66 Tables, thus, the present 
Summary presents only a very brief overview of the evaluation results from the Report. 


The Center for Substance Abuse Treatment (CSAT), which is funding the Athey Hall residential program 
for chemically dependent women and their children, considers the conducting of a comprehensive 
evaluation to be a critical component of the overall demonstration project. Both the national “cross-site” 
and the local evaluation are important aspects of the evaluation effort. The local evaluation, under the 
direction of Dr. Joyce A. Sween, also provides input to the national effort through the National Evaluation 
Data and Technical Assistance Center (NEDTAC). The local evaluation includes face-to-face survey 
interviews of clients and staff, focus groups, on-site observations at Athey Hall, and follow-up interviews 
of discharged clients. 


T.i^ Hall program is conducted on the sixth floor of Haymarket Center’s six-story building. The 
area is neat and clean, airy and bright, and somewhat uplifting. Women clients arc responsible for 
maintaining their individual rooms and the immediate area, including personal and children’s laundry, 
vacuuming, dusting, etc. They are solely responsible for the care of their young children who reside there 
with them, and for attending the therapeutic group and counseling sessions, and participating in all other 
aspects of the program. 


The uniqueness of the endre Athey Hall exp^ience lies in the fact that it is so muld-focused and addresses 
numerous aspects of the women’s physical, mental, and emotional problems. First and foremost, it 
provides a safe, stable, and structured environment for an extended period of dme. Secondly, it does not 
separate mothers from their younger children, and provides the same stable and safe environment for the 
children as well. Once the clients develop a sense of relatively long-tem (1 year) security, it is possible to 
address specifics such as drinking, drugs, education, parenting, and to start to help them develop the basis 
for creating a new life for their children and themselves. 



88 


SUMMARY OF ATHEY HALL’S TWO YEARS 

□ Over its firsi two years, the Aihey Hali program has served 72 women and their accompanying 45 
children. [See Evaluator’s Repon Year 02, Table 26, p.l 14.] 


Athey Hall Chent (Women and Children) 
Entry: Haymarket Center, April 10, 1996 - 
August 31, 1997. 








Total 

CLIENT ENTRY: 


Children' 

Year 01‘ 

April 

(04/10/96 - 05/10/96) 

26 

■ 16' 

May 

(05/11/96 - 06/10/96) 

3 

2' ' 

June 

(06/11/96 - 07/10/96) 

5 

7' , 

July 

(07/11/96 - 08/10/96) 

3 

3' 

August 
Year 02’ 

(08/11/96 - 09/10/96) 

6 

5 ' 

September 

(09/U/96 - 10/10/96) 

4 

3' ! 

Oaober 

(10/11/96 - 11/10/96) 

2’ 

3j.r 1 

November 

(11/11/96 - 12/10/96) 

4 

0 

December 

(12/11/96 - 01/10/97) 

3 

2 

January 

(Ol/H/97 - 02/10/97) 

0 

0 1 

February 

(02/11/97 - 03/10/97) 

2 

1 j 

March 

(03/11/97 - 04/10/97) 

3 

1 

April 

(04/11/97 - 05/10/97) 

■■ 

3 1 

May 

(05/11/97 - 06/10/97) 

■■ 

0 i 

June 

(06/11/97 - 07/10/97) 

Mm 

0 ! 

July 

(07/11/97 - 08/10/97) 


0 


(08/11/97 - 09/10/97) 


0 

TOTAL 

ENTRIES: 




YEAR 01 

43 

33 


YEAR 02 

30* 

13* 

2. YEAR 

TOTAL (4/H . «/”97) 

73* 

■ 46* 1 

1.YEAR 

TOTAL (LiDdwpIknted) 

72 

4S 


' Ld tbis Table. Year 01 iDctudei (be period a/ler (be Pbase-ln (ApnJ 
10. 1996 Scpiember 10, 1996}. 


'Includes cbildreo wbo were admitted to ALbey Hall after their 
mother’s entry date. 

'Sii (6) clients wbo entered as "skep-oven” until a bed was 
available in tbeir designated Haymarket Center program are not 
included in Ibis Table (Year 02). However, one (1) client who bad 
an ezicoded stay (4 montbs) funded Quougb another program's 
included in Year 02. 

Tncludes client originally funded by aootber program for a 3 moolb 
stay. 

*locludea cbeat/chUd re-entry, uoduplicaied client N Year 02 s 29, 
■ndduMfenN Year02g 12. 
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□ In addition, 163 non-resident children have benefited indirectly by their mother’s participation. 
Overall, 208 children have been served or indirectly benefited. [Sec Evaluator’s Report Year 02. 
Table 29. p.ll8.] 


^ildren Served or Benefited by A they HtTlI Program: Hay market Center, 

April 10, 1996 - August 31, 1997. 

GRAND TOTAL 
YEAR 01 YEAR 02 rVEARSOl AQtZ) 


Total Young Children at Athey Hall 

33 

12^ 

45" 

Total Young Children Not With Mother at Athey Hall 

38 

13 

51 

Total Older Children Not Wiih Mother at Athey Hall 

75 

37 

112 


hroTAl CdtLbkfeN SfeRVfiD m Aimtv Hall ST 


TOTAL othCr RT 

f OTA r THo : i»R£ N"5 Eg y E^ m — n m 

‘ LAclude OIK (I ) Yev 01 clieoi wfao rc-eoured Atbey HtU m Ye«r 02 
^ Excludes oae (1 ) Ye«r 01 cluld wbo re>eoiered Atbey HaU in Year 02. 
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□ The Athey Hall clients have been primarily African-American (86. 1 percent), with a mean age of 
32.2 years. Fifty-five percent did not complete high school. On average, they had 3.4 children. 
Crack/cocaine was the “drug of choice" for 81.9 percent Four-fifths (81.6 percent) smoked 
cigarettes. [See Evaluator’s Report Year 02, Tables 30, 31, p, 120-21; Table 33, p. 122.] 


Characteristics of Athey Hall Clients: Haymarket Center, 
April 10, 1996 - August 31, 1997 


AGE 



2 YEAR total 

20 - 24 years of age 

10J% 

9.0% 

9 7% 

25 - 29 years of age 

15.4% 

18.2% 

16 7% 

30 - 34 years of age 

3».5% 

51.6% 

44 5% 

35 - 39 years of age 

25.6% 

18.2% 

22 2% 

40-*- years of age 

10.3% 

3.0% 

6 1% 

X 

32.8 years 

31.4 years 

32.2 years 

Median Age 

33.0 years 

32.0 yearis 

32 0 years 

Range 

20 - 47 years 

22 - 42 years 

20 -47 years 

ETHNICITY 




Afncan ' Amencan 

87.2% 

84.8% 

86 1% 

Hispanic 

5.2% 

3.0% 

4 2% 

WhiU 

7.7% 

12.1% 

9 7% 





Single/ Separated/Divorced 

97.4% 

97.9% 

97 6% 

Married 

02.6% 

3.0% 

2 8% 

EDUCATIQN 




Less than high school diploma 

56.4% 

54.5% 

55 5% 

High School Graduate 

20.5% 

21.2% 

20 8% 

G.E.D. 

05.1% 

3.0% 

4 1% 

Some College or Other Training 

17.9% 

21.2% 

19 4% 

QfflJPREN 








X (mean] (SD) 

3.6 (2.1) 

3.1 (2.2) 

3 4 (2 2) 

median 

4.0 

3.0 

3 0 

range 

0-9 

1 -8 

0-9 

Clitnl’s Tpifll Number of Cfaildreo* 




2 or less 

28.2% 

45.5% 

36 1% 

3 

17.9% 

27.3% 

22 2% 

4 

28.2% 

9.1% 

19 4% 

5 

12.8% 

12.1% 

12 5% 

6 or more 

12.9% 

6.0% 

9.8% 





Has used alcohol 

84.6% 

93.9% 

88 7% 

Has used crack/cocainc 

82.0% 

97.0% 

88 9% 

Has used heroin 

41 .0% 

24.2% 

33 3% 

Has used marijuana 

43.6% 

88.8% 

64 3% 

Has used PCP 

12.9% 

9.1% 

112% 

Drug of Choice 




Crack/coceine 

76.9% 

87.9% 

81.9% 





Smokes cigarettes 

77.0% 

84.8% 

81 6% 


'Foiv cUenU who entered in September, 1996 are excluded from tbe Year 01 column and included id ibe Year 02 
column. Year 02 cxcludea one (1) Year 01 clieot who refund. 


^ Year 01 . aevcral of tbe older clients (35 yean of age or older; K = 14) bad bad older cbUdren and/or children who 
bad pasted away. 


4 
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□ Since its inception, the Athey Hall program has conducted 657 group sessions for the women 
clients. These involved 9,23 1 client contacts. There were 19 different topical, educational, and 
therapeutic groups, which averaged 1.0 - 1.5 hours in length. [See Evaluator’s Report Year 02, 
Table 4, p. 42.] The program has also provided, at a very minimum, one or more counseling 
sessions to all clients. Case management referrals were also made as required. [See Evaluator’s 
Report Year 02. Table 5, p.44.] 


Athey Hall Womcn^s Group Sessions Provided: Haymarket Center, 
April 10, 1996 - August iS, 1997. 





Average Session 


Women’s COlllPODC&t' 

N Sessions 

Size fclicnts) 


Contacts 

1. Therapy 

30 

8.7 

1.4 

262 

2. Shame and Guilt 

17 

7.2 

1.0 

122 

3. Self-Esteem 

11 

8.5 

1.2 

93 

4. Addiedons 

17 

11.4 

1.5 

194 

S. Women’s Issues 

13 

15.8 

1.0 

212 

6. Relationships 

12 

19.4 

1.0 

233 

7. Health Education 

06 

14.0 

1.0 

84 

8. Relapse Prevention 

16 

13.9 

1.0 

223 

9. Budgeting 

03 

7.7 

1.0 

23 

10. Independem [jvmg 

YEAR 02 1 Kaaim is. i997) 

15 

14.9 

1.0 

147 

1 Women’s Component 

1. Therapy 

92 

13.3 

1.3 

1,222 

I. Shame and Guilt 

46 

11.7 

1.0 

540 

3. Self-Esteem 

38 

13.5 

1.5 

512 

4. Drug Education 

31 

13.6 

1.5 

622 

S. Wommi's bsues 

25 

20.4 

1.0 

511 

6. Relationships 

40 

19.5 

1.0 

779 

7. Health Edut^on 

28 

13.6 

1.0 

382 

8. Relapse Prevention 

26 

14.0 

1.0 

365 

9. Decision Making Skills 

27 

12.6 

1.0 

340 

10. (a) Inrtepeadeat Living 

28 

14.0 

1.0 

391 

(b) Weekend Prooess/Wnp-Up 

28 

21.1 

1.0 

592 


A Medical Issues 

02 

13.0 

1.0 

26 

B. Nutrition 

10 

11.6 

1.1 

116 

C. Gambting Addictions (started April) 

04 

8.7 

1.0 

35 

D. Spirituality 

37 

16.3 

1.0 

606 

E. Stress Management 

27 

13.9 

1.1 

376 

F. Smoldag Cessation 

02 

11.5 

1.0 

23 

12 I.«aiiTeGaii^rFAir.«ririiiyTraiiiiny^ 

A Con^uter TVaining (started May) 

10 

4.9 

1.5 

49 

B. Legal Issues (soiled Rliruary) 

09 

9.2 

1.0 

108 

1 13 Acovitv Groups 

1 A RecreaiiOQ 

05 

86 

1 0 

43 

L lTV/1 I. 




9,131 


'Note Hgwes for Y««r 01 preteoted lo (hu Tible, tod ill lubtequeoi Ttblet, differ ibfbUy from iboM prereoted id 
the Year 01 Rtpoo dut io ytr^eod fiptl ctlcultaogi 


5 
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□ The Family Component has been newly developed during Year 02 with the resultant provision of 
family groups and activities. Non-resident family member participation has been encouraged. As a 
result, 92 visits by family members have been made to the umt for weekly Family Niles. In 
addition, there have been 273 visits by family members to the unit during regular visiting hours. 
Clients also attend Family Growth and Development groups (alone), and Family Lecture and 
Therapy groups (with family members). (See Evaluator’s Report Year 02, Tables 11, 13; p. 73, 
74.J 


A they Hall Family Group Sessions Provided: Hay market Center, 

April 10, 1996 -August 15, 1997. 

year 01 {April IQ - Aubmi 31. 

AveinKe Session Average Session N Ciieni/Session 
Family Component Groups gtssigM Size (clients) Uaath (hour?) 

[No Family Groups Year 01 ) ;; ;;; 

YEAR 01 TOTAL 00 00 


YEAR 02 fSttWBtia iw.i 


Family Component Grouns 

N Sessions 

Avgfm Sct&igQ 
Size /clients 1 


N-CiiC0l/Scs5it.>ii 

Contacts 

1. Family Growth & Development 

41 

12.5 

1.0 

512 

(client only) 

1 2. Family Lecture 

29 

11.9 

1.0 

345 

3. Multi -Family (Therapy) Group 

27 

11.9 

1.0 

321 [clients]' 

4 Weelcend Process/Wrap-Up* 

(281* 

(21 !)• 

(10)* 

92 [family] 
(592)* 


YEAR 02 TOTAL 97 1,178* 

•These figuret were lacluded lo Table 4 total and are excluded from total m dus Table 

'In addition 92 family members aaended tbe Lectures and/or Multi-Family Groups, bui are not included m ibe total 
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□ The Camp Algonquin visits are an element of what might best be called “adventure therapy.” These 
consist of providing exposure for both mother and children and other family membersflo 
environments which they might not otherwise ever experience. These “overnight” camp outirl^gs 
have been held approximately once per month for both years. Other experiences for residents haVe 
included trips to Marshall Field’s for lunch, seeing a live play with real actors (not t.v.), and 
Santa Claus and the Christmas lights in Chicago. In addition, between 10 - 41 family members 
have attended specific outings and events, such as the mother’s luncheon by the Advisory Board on 
May 4. Even months after their participation, the mothers refer to these outings with great 
enthusiasm. [Sec Evaluator’s Report Year 02, Tables 14, 19; pp. 76, 82.] 


Cainp Algonquin aind ^ther ^peaa) 5u^gs and Events: AtheyHaTT 
Women’s Treatment Program, Haymarket Center, April 10 , 1996 > 
July 31 , 1997 .* 


Dale 

Event 

AdulLt 

1 Children 

April 20 - 21, 1996’ 

Camp Algonquin 

06 

10 

May 18 - 19, 1996 

Camp Algonquin 

05 

07 

June 29 - 30, 1996 

Camp Algonquin 

03 

1 I 

July 27 - 28. 1996 

Camp Algonquin 

04 

09 

August 1, 1996 

Athey Hall Open House' 

22 

17 

August 17 - 18. 1996 

Camp Algonquin 

04 

09 

September 14 - 15. 1996 

Camp Algonquin 

04 

04 

October 19 - 20. 1996 

Camp Algonquin 

05 

05 

November 9 - 10, 1996 

Camp Algonquin 

08 

08 

November 21, 1996 

Singing Clown (on unit) 

24 

17 

November 29, 1996 

Circus Matinee 

02 

03 

December 9, 1996 

Christmas Lights Trolley Ride 

23 

13 

December 10, 1996 

Santa's Visit and Marshal Fields Walnut Room 

15 

10 

20. 1996 

ChUdren’s Party (with Santa Claus) by DASA 

24 

17 

December 27, 1996 

Employees (on unit)’ 

Holiday Party (by Advisory Board, Athey Hall Unit) 

39 

17 

January 30. 1997 

*Toy Story" Disney on Ice (United Center) 

10 

10 

February 14, 1997 

"Rhythm: The Soul of Life." African American 
Ballet Company (Harold Washington Library) 

07 

04 

February 24. 1997 

' Use of African Drums" (Haymarket Center) (Black 

15 

00 

March 1, 1997 

History Month Event) 

Sbriner’s Circus 

1 1 

14 

March 15 - 16. 1997 

Camp Algonquin 

03 

06 

March 22. 1997 

Spring/Easter Children’s Party and Egg Hunt (Athey 

21 

14 

April 10. 1997 

Hall Unit)’ 

Betty Ford Visit (Athey Children presented flowers 

10 

08 

April 12 - 13, 1997 

to Ms. Ford) (Haymarket Center) 

Camp Algonquin 

03 

03 

May 4, 1997 

Sunday Pie-Motber's Day Luncheon’ (by Advisory 

56 

06 

May 5. 1997 

Board) (Haymartet Ceoler) 

Parenting Class Graduation (Haymarket Center) 

05 

00 

May 17 - 18. 1997 

Camp Algonquin 

03 

05 

June 7 - 8, 1997 

Camp Algonquin 

03 

05 

July 12 - 13, 1997 

Camp Algonquin 

06 

04 

July 17, 1997 

IGddieLand Amusement Park’ 

29 

23 

July 17. 1997 

"Comfort Stew" [Play] (at the ETA Theater, ' 

05 

00 

Aunuii 16 - 17, 1997 

'Clieiu uve a prcKoutioB (ttt Year 1 

7552 S. Chicago Avenue) 

Camp Algonquin 

B/ Reooni. duertt ladudad 30 doiou. reimcatuiB 23 outnde on 

06 

muuhou 

01 


were givu boob aod trddy betn Mouigaor Mdbennotl. Scnitor Mtrgvct Smilh, ud DASA eaiployen were preMot. 
•Alto included are Yiiitiae cbiJdfeii. fmiilv meittogi/fngatfg. m appticible. 
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□ In Year 02, there has also been a major increase in the number of peer/self-help sessions, including 
the addition of the new ‘'Women-to- Women” group into this component of the program. There 
were 180 Self-Help group sessions, representing 2,142 client contacts in Year 02. [See Evaluator’s 
Report Year 02, Table 17. p. 80.] 


A they Hall Group Sessions ^ovided: Haymarket Center, 

AmiII 10, 1996 > August 15, 1997. 


Sell-Help Co mponent Groups 

1. Self-Help 

2. Twelve Step Group*^ 


YEAR 01 tAmi lo - amwh 31>J22£) 


Averagg Assign 
N SfcssiQDt Siae f^Uynts) 
16 20 2 


tjetnyUi thours) 
1 4 


YEAR 01 TOTAL 




Self^gjp Co mponent Groups 

1. Self-Help 

2. Twelve Step Group 
3 Womeo-io-Woraen 


YEAR 02 i AatMn. 

A’geia^g_S«ssiQB Amagg Sgsaioa 


^„„S,taiBas Sias tsligaB) 
109 11.7 

47 12.2 

24 12 2 


Lcflgia iiiam) 

1.1 

1.2 

1 1 


Cftfllagis 

323 


333 


Coatacts 

1,275 

575 

292 


YEAR 02 total 1 S» 2,142 

•AUkty KftU cbcDls aaeoded Step-Group* id Year OK bw cbeot stieadaace totormauoD was not svatisble Tb<i 
Woman-to-Woman gmup was aot provided dariag Yea^ 01 
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□ The Children’s treaoncnt has consisted of 359 developmental play groups with the Child 
Development Specialist staff. Children also participated in various outings and individual one-on- 
one sessions were provided for each child and mother. [Sec Evaluator’s Report Year 02, Table 7, 

p. 60.] 


Athey Hall Children’s Group Sessions Provided: Haymarket Center, 
April 10, 1996 - August 15, 1997. 


YEAR 01 (AanI 10 - Auniit IL 


Avenge Sestion 

Average Session 


Childfe^ 5 Componem 


Lengiii (houii) 

Coniacts 

1 Play Group (Strui,tured^ 

82 6 3 

1 3 

517 (cbild^ 

year 01 TOTAL 

tl 


517 




■niin 



Ayerege Sem&Q 

N CliCQi/Sest.Qfl 

Childfgn s Compopeni 

N Sessions Siz< (cUeim^ 

LtnsUi (hours) 

Coniacts 

1 Play Group (Siruenired) 

277 5 6 

1 2 

1 538 

year 02 TOTAL 



1.53S 


□ Parenting was enhanced through 62 educational sessions and 90 interactive raother/child “Sunshine 
Time” groups. In Year 02, women without young children on the unit attended an alternative 12- 
Siep uooK Study group (1 1 sessions). [Refer to Evaluator’s Report Year 02, Table 9, p. 67.] 


Athey Hall Parenting Group Sessions Provided: Haymarket Center, 
April 10, 1996 - August 15> 1997, 








Averayc Session 

Average Session 

N Client/Session 

ParcDUgg Compoaent 

N Sessions 

Size rdientsl 

Length rhours) 

Contacts 

1 . Pareatixig 

18 

11.7 

1.2 

211 

2. Sunshine Tune 

29 

6.6 (mothers) 

1.0 

455 



9 1 (cbildren) 


(190 mothers) 





(265 cbildren) 

u am piZg— 

4 7 



666 




HIHIHl 



Avcftft SesaiQP 

Average Session 


ParcDiing Component 

N Sessions 

Size fclients3 

Ungth ihQUtsI 

Contacts 

1 . Pareacing 

44 

9.3 

1.4 

408 

2. Sunshine Time 

61 

6.7 (mothers) 

l.O 

931 



8.S (ebUdren) 


(410 mothers) 





($21 chiidren) 

3 T\i'elve Slep Book Srudy 

1 1 

8 0 

1 0 

88 

YEAR 02 TOTAL 

116 



1 .427 
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□ The Alhey Hall program has discharged 48 clients, with 64.6 percent completing the program. [Sec 
Evaluator’s Report Year 02, Tables 44, 45; pp. 135, 136.] 


Athey Hall Client Discharge 
April 10, 1996 • August 31 

s bv Discharge Date: Havmarket Center. 
1997. 







Medical 

Discharged 

Discharged 





Discharse/ 

Against 

Staff 

fSL 




Athev Hall/ 

Discharee 

^atient Non 


1 DISCHARGE TIME PERIOD 

Discharge to 
Communitv 

to Other 

Advise 


TOTAL 

year 01 

April 


Treatment 

(ASA) 

(PNC) 

Discharges 

(04/10/96 - 05/10/96). 

1 

0 

0 

0 

1 

May 

(05/11/96 - 06/10/96) 

2 

0 

1 

1 

4 

June 

(06/11/96 - 07/10/96) 

4 

0 

0 

1 

5 

July 

(07/11/96 - 08/10/96) 

2 

0 

1 

0 

3 

August 

(08/11/96 - 09/10/96) 

8 

0 

0 

0 

8 

YEAR 02 







September 

(09/11/96 - 10/10/96) 

1 

0 

1 

1 

3 

October 

(10/11/96 - 11/10/96) 

1 

0 

1 

1 

3 

November 

(11/11/96 - 12/10/96) 

1 

0 

0 

0 

1 

December 

(12/11/96 - 01/1Q«7) 

0 

0 

2 

0 

2 

jdjiuary 

(01/11/97 - 02/10/97) 

0 

0 

2 

0 

2 

February 

(02/11/97 - 03/10/97) 

0 

0 

2 

1 

3 

March 

(03/11/97 - 04/10/97) 

0 

0 

1 

0 

1 

April 

(04/11/97 - 05/10/97) 

■■ 

0 

0 

0 

3 

May 

(05/11/97 - 06/10/97) 


0 

1 

0 

3 

June 

(06/11/97 - 07/10/97) 


0 

0 

0 

2 

July- 

(07/11/97 08/10/97) 


0 

0 

0 

3 

August 

(08/11/97 08/31^7) 


0 

0 

0 

1 

TOTAL dJENTS 

DISCHARGED (UnduplicaiBd)' 

YBAROl 
YEAR 02 

17 

14 

0 

0 

2 

JO 

2 

3 

21 

27 

2- YEAR TOTAL 

31 

0 

m 

5 

4S 

Percent of Discharged Total 

64.6% 

0.0% 


10. 4% 

100.0% 


10 
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□ Anerapis to follow-up discharged clients required a very extensive effort by the Evaluation team, 
including 787 phone calls. Overall to-date, 68.2 percent of the discharged Aihey Hall clients have 
been reached and inlcrvicwed. The preliminary post-discharge results show approximately one-half 
of the discharged clients to be living independently and approximately two-thirds to be attending 
self-help groups in the community. Approximately sixty percent were working, and about one- 
third were pursuing a G.E.D, or other training. Less than one-half were receiving welfare 
payments or food stamps. [See Evaluator's Report Year 02. Tables 48 - 51, pp. 144 - 145.] 


Statuses at Time of Interview of A they Hall Discharged Clients: 
Hay market Center, April 10, 1996 - July 31, 1997. 



~ 

Client Interviewed at Least Once* 

“1 


IMonlh 

3 Months 

6 Months 

I Year I 

N 


N 

% 

N 

%. 

N 

St 










Full-Time 

12 

50.0 

9 

42.9 

13 

61.9 

3 

60.0 

Pan-Time 

3 

12.5 

3 

14.3 

4 

18.6 

0 

0.0 

Unemployed 

9 

37.5 

9 

42.8 

4 

19.0 

2 

40.0 

Educaiion (Since Discharge! 









G E D Enrolled 

3 

12.5 

2 

9.5 

7 

33.3 

0 

0.0 

Oiher Enrolled Education/Job Training 

7 

29.1 

4 

19.0 

3 

14.2 

0 

0.0 

Coropleietj G.E.D. 

0 

0.0 

1 

4.8 

0 

4.8 

0 

0.0 

C ompleied Other Education/Job Training 

2 

8.3 

2 

9.5 

1 

4.8 

0 

0.0 


6 

25.0 

9 

42.9 

7 

33.3 

2 

40.0 

Receives Food Stamps 

13 

54.2 

6 

28.6 

10 

47.6 

2 

40.0 

R^eivea Medicaid 

9 

37.5 

3 

14.3 

6 

28.6 

1 

20.0 

Housing 









Apanmeni/Housc by self 

1 1 

45.8 

10 

47.6 

12 

57.1 

4 

80.0 

Public Housing/Shared Housing 

4 

16.7 

6 

28.6 

6 

28.6 

0 

0.0 

Recovery Homc/Oroup Home/Sheller 

9 

37.5 

4 

19.0 

3 

14.3 

0 

0.0 

Unknown 

0 

0.0 

1 

4.8 

0 

0.0 

! 

20.0 


22 

91.7 

14 

66.7 

14 

66.7 

4 

80.0 

DCFS Involvement 

0 

0.0 

1 

4.8 

y 

9.6 

0 

0.0 

Criminal Justice Svsiem Involvemeni 





I 




(Detained or Anesied) 

8 

33.3 

9 

42.8 

y 

38.1 

0 

0.0 

ATI InvQlvement 

2 

8.3 

y 


y 

m 

0 

0.0 

TOTAL INTERVIEWS 

24 

100% 

H 


H 


5 

100% 


*By July 31, 1997 - NL/H- : Clients may have multiple interviews. (For clients discharged by June 30, 1S197, the 30 day 
interview dale would be by July 30 1997.) 


11 
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□ Of the discharged clients, 1 1.4 percent self-reported drug or alcohol use since their discharge. An 
additional 9. 1 percent were reported "using" by friends and/or relatives. This represents the 
minimum recidivism rate of 20.5 percent. However, if we assumed "all" unknown status clients 
(22.7 percent) had recidivised, 43,2 percent would be tl^ maximum dmg/alcohol recidivism 
proportion. The actual recidivism rate would, thus, be between 20.5 - 43.2 percent. [See 
Evaluator’s Report Year 02, Table 54, p, 148.J 


Estimated Maximum/Minimum Dnig/Alcohol R^divism of Athcy Hall 
Discharged Clients: Haymarket Center, April, 1996 - June, 1997 
(interviewed by July 31, 1997). 

Chem laigwigwcd 

N 

Percent 

Reports No Recidivism' 

25 

56.8% 

Reports Aicobol Use* 

02 


Reports Substaace Use’ 

01 


Reports Boats’ 

01 

Wmm 

Reported «« in Post 7/31/9? interview’ 

01 

mim 

Client Not lniemg\^ 



Reported Recidivism by Friend/Relitive’ 

04 

09.1% 

Recidivism Uniinown* 

to 

22.7% 

TOTAL DISCHARGED*: 

44 

100.0% 




Maximum (all ‘•Unknown^ considered recidivised) 
Minimum (all “Unknown” considered NOT recidivised) 


43.2% 

■SB 

20.5% 

■By June 30 1997 

•Client repofU never using alcohol or otfeer substances since discharge 
’Client reports occasional use. 

’Fnend/reUtive reports discharged client “on the shrecU** or ‘Rising.” 

*No post .discharge contact with client or with client's relative s/frieods. 


^ ^ * 


12 
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* * * * 


"EyflfirQy” 

Today, i feel like a butterfly 
(tying h^gh on my dreams 
And flying free. 

Flying high and flying tow, 
Today i feel 
like a butterfly. 
Beauty ts mine. 

Flying frw and full of color 
This is how I feel today 
About my self-esteem. 
Like a 

new butterfly coming out of 
its cocoon full of life. 
Bright and beautiful, flyng 
high and flying free 


" My P ge cn** 

Caterpillar creeping real smooth. 

Take my time to make my move. 

Go in carrying, hiding myseH in my shell. 
Wrapped in my own We. Keeping to myseH, 

Now, I'm spreadtog my wings. 
Exploring on my journey. 


* * * * 

♦Poems by Athey Hall clients. 


13 
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REVIEW 

Researching the spiritual dimensions of 
alcohol and other drug problems 

WILLIAM R. MILLER 

Department of Psychology and Center on Alcoholism, Substance Abuse, and Addictions 
(CASAA), The University of Neso Mexico Albuquerque, Nero Mexico, USA 


Abstract 

Although reUgiom have bun far from silent on the use of psychoactwe drugs, and spirituabty has long been 
emphasized as an important factor in recovery from addiction, surprisingly Usde research has explored the 
Tclasionshtps between these two phenomena. Current findings indicaie that spiritual/rthgious invohemeni may 
be an important prpieczive factor against alcohol/drug abuse. Individuals currendy suffering from these 
problems are found to have a low level of religious involvement, and spiritual (re) engagement appears to be 
eorrelaud vhih recovery. Reasons are explored for the lack of studies testing spiritual l^pothes^, end 
promising avenues for future research are discussed. Comprehensive addictions research should include not 
ordy biomedical, psychological and soeio-eultteral faaors hut spiritual aspects of the individual as veil 


Introduction 

The history of alcohol and other drag use is 
intertwined with spirituality and religioa. The 
use of spedhe psyeboaedve agents is proscribed 
in certain religious uaditionS} and prescribed in 
others. The influential Twdve-Siep programs, 
arising from AJeoholies Anonymous and its proi' 
estant roots (Kurtz, 1979)i have always under- 
stood both the etiology of and rccoveiy from 
addiction in fundamentally spirinuil terms, yet 
surprisingly little empirical research has focused 
no this aspect of addiction and its treatment. 
This paper conriden how spiritual dimenrions 
are pertinent to and proper subjects for addiction 
research. Although I have sought to take a 
broader perspective, 1 must acknowledge the 
Christian culture that has shaped roy own under- 
standing, and within which much of the cited 
research has been conduaed. 


Spirituality vetaot religion 
Science begins with deluiition and obsenraciOA. 
The concept of spirit is often defined in contrast 
to matter, and spirituality in contrast with ma- 
terialism. To speak of the spiritual is to refer to 
that which is mnscendent or transpersonal. De- 
scriptively, this might be captured in the general 
assertion that “we have bodies, but we are not 
our bodies". Whether or not a scientist person- 
ally embraces this view, it is one that has charac- 
terized most of humankind throughout recorded 
hisioty, and as an attribute of humanity it is a 
proper subject for scientific investigation (James, 
1902). 

An i m portant diatinccion, passionately so in 
some circles, is that between spirituality and 
religion. The following brief points of differen- 
liatioo may be helpful. 

(1) Spirituality is typically understood at the 
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level of the individual. As with personality, 
there are nomoihcDc dimensions that can be 
meaninghiUy compared across people, but 
spiricuaiiiy is fundamentally an idioeraphic 
aspect of the person. Religion, in contrast, is 
a social phenomenon, an organiaed structure 
with many purposes, one of which histori- 
cally has been the development of tpiiitual- 
ity in its memben. Individuals can, of 
course, be characterized in terms of their 
leligiosiTy, the extent to which they are en- 
gaged in religious belief and pnctice. 

(2) Spirituality, as wc shall see, is very difficult 
to delimit. By its focus on the transcendent, 
it defies customary conceptual boundaries. 
Religioin, in contrast, is defined by its 
boundaries — by parbcular beliefs, practices, 
forms of governance and rituals (Kuru Ac 
Ketcham, 1992). For dus reason, religion 
has been the easier of the two to define and 
measure in operadonal terms. 

(3) It is conceivable that at least certain fonns of 
religion interfere with or distort one’s spiri- 
tuality. This has, in fact, been a warning in 
some spiritual teachings. Spirituality may be 
obscured, for example, when ritual, rules 
and practice become imporont in their own 
right and their purpose is forgotten. 
Thought of in this way, the relationship 
between spiritual and religious variables is a 
potential subject for empirical investigation. 

A sdcnnlic definition of spirituality must be one 
that does not rely upon particular religious con- 
texts, that is accessible and observable regardless 
of one*i personal beliefs, and that can thereby be 
used to characterize all people. Dichotomies 
(sudi as whether a person is “spirituar or not), 
classification systems (e.g. spiritual, religious, 
both, or neither) and ungle continuoui dimen- 
sions (e.g. more versus less spiritual), while poss- 
ible, all fall short in capturing the compIexiTy of 
this side of human nature. 

Rather, spirituality is multi-dimensional. One 
useful approach is to think of it as a latent 
construa, such as health, happiness or personal- 
ity (Miller dc Thoresen, 1998; Larson, 1998). Its 
dimensions would include at least: 

• oven behavior, such as religious and spiritual 
prxctices; 

• behrf, as regards a deity, interrelatedness of 
living beings, soul or spirit, and life beyond 
material existence etc.; and 


• experience, such as mystical and convictional 
experiences, serenity and oneness. 

Allhough not widely known in scientific circles, 
there is a large and well-developed psychomeoric 
literature on the measurement of spirirual and 
religious constructs (Spilka, Hood & Gontuch, 
1985; Richards & Bcrgm, 1997). If the measure- 
ment of spiritual construcxs has been rare in 
addiction research, it is not for lack of reliable 
mstiumentation. 


Religion and addictive behaviors 
A yudMo-Ckriseian perspective 
Although most modem drugs of abuse were un- 
known at the time that Judeo-Chhsdan scrip- 
tures were wrinen, alcohol is the subject of some 
clear biblical injunctions. There is no blanket 
condcmnaiiOA of alcohol use in Jewish and 
Christian scripture; on the contrary, the drinking 
of wine is assumed to be pan of ordinary life and 
is even comroendeU. Central sacramental obser- 
vances in both Judaism and Christianity involve 
the use of wine. There is clear and consistent 
biblical denunciation, however, of dnenkenneis — 
the use of alcohol in a manner that infiicis im- 
painnent and harm. It is this excessive use of 
alcohol, what wc would today call *"abuse**, that 
is denounced as sinful (Advisory Council on 
Church and Society, 1986). If one extends these 
teachings to the use of psychoactive drup more 
generally, it is at the point of inflicting baixn or 
risk of harm on oneself or others that drug use 
crosses over into the realm of sinfulness (Miller, 
1995). 

If sin is that which separates huroaniiy from 
God, these are biblical expressions of die same 
idea underlying the ancient epithet rpmha contra 
spintvjn, cited by Carl Jung in a letter to Bill 
Wilson, the co^fbundcr of Alcoholics Anony- 
mous Qung, 1961/1975), The fundamental idea 
is that the abuse of alcohol, which interestingly 
came to be called “spirits”, » in some manner 
incompatible with spirituality. One drives out the 
other. This understanding is fiindamcnial within 
the core wrinnp of Alcoholics Anonymous <AA) 
(AA, 1939; Kurtz, 1979; Kurtz & Kctcbam, 
1 992). The essence of AA's program is not the 
disease model with which it has so often been 
confused, but die understanding d^at an al- 
coholic’s best, if not only, hope for sobriety is 
through recognizing, appealing to, accepting 
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help from ar.d directing bis or her life toward a 
cnnsccndent higher power, referred to as “God” 
in AA’s T^velvc Steps (Miller & Kura, 1994). 
These steps arc worked nor just once as an act of 
salvation, but rather as an ongoing lifelong pro- 
gram for living. Sobriety is similarly understood 
in a spiritual context, a$ involving fu more than 
being abstinent. It is taken for granted within AA 
that one can be dry but not sober, the latter 
having to do with a spiiitual mituhiy that in- 
volves acceptance, humility and serenity. It is, in 
AA's understanding, spiiirualicy that finally and 
reliably drives out the possessive spirits of addic- 
tion. Although AA meedngs vary in many ways, 
one of the more reliable consistencies across 
groups is the presence of this emphasis on spiri- 
tuality as the road to new life (Montgomery, 
Miller Bl Tonigan, 3993). 

Looked at from the other direction, addiction 
has been suggested as a useful metaphor for 
understanding sin more generally (May, 1991). 
Current diagnostic concepts of addiction, which 
focus on dependence syndrome (Edwards & 
Gross, 1976; American Psychiatric Association, 
1994), describe a phenomenon that slowly takes 
over a person’s life, displacing all else. The ad- 
dia’s time, resources and energies are gradually 
focused more and more on acquiring, using and 
recovering from drugs. Prior interests and activi- 
ties are progressively shunned as drug use be- 
comes the cen cral and dominant objeci of 
anennon. Forsaking all else, seemingly oblivious 
to the dethmeotai consequences, the addia 
walks a narrow path in search of euphoria and 
oblivion, and is increasingly lost in drugs' em- 
brace. In sum, drugs come to occupy ihc pos- 
iuon of a higher power. In this sense, addictson 
is one of the clearest enduring models of idola- 
trywgiving to something material that which is 
the ti^tful place of ^d. This is ike other 
meaning of spiritus contra spiriotm: spirits (or, 
more generally, drugs of abuse) drive out spiritu- 
ality. 

Other re&gwur perfpsmtiex 
Although research and writings on addictioD 
have often arisen from e Judeo-Chrittiaa context 
and its ambivalence toward psycfaoacrive sub- 
stances (Milkclfl, 1 975), there is a great variety of 
perspectives on drug use among world religions, 
'latere Is a large sociological and anthropological 
literature on the role of alcohol and other drugs 
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in religious life. Few religions arc neutral on the 
subject. Some, such as Islam, strictly proscribe 
any ingestion of alcohol and certain other drugs. 
On the other band, native American, Polynesian, 
African and other indigenous religions have often 
used hallucinogenic and other psychoactivc sub- 
stances (e.R. peyote, khac, alcohol, tobacco and 
hashish) as vehicles in the quest for spiritual 
transcendence, and some religions are character- 
ized as based on or inspired by drug use (Lyttlc, 
1988). There is, in short, a divenity of religious 
undersundlng as to whether the altered states 
induced by psychoactive drugs invoke, threaten, 
or are iTTclcvant to personal spirituality. What is 
of interest is that moat religions infer somt direct 
link between psychoactive substances and spiri- 
tuality. 

Spirituality and addlcdon reaearch 
Given these long-standing connections between 
religion and substance use, and the unportant 
role of religious and spiritual penpeedves in 
shaping at least wesiem understandings of addic- 
tion, it is odd indeed that so little research has 
been devoted to this inteifsee (Miller, 1990). At 
least four broad areas of investigation suggest 
themselves readily. Research has explored, and 
could furdier clarify, the role of spirirual/religious 
variables: (1) as risk or protective factors for 
subnance use and problems; (2) as elements of 
the course of addiction disordersi (3) as depen- 
dent variables influenced by alcohol/drug use; 
and (4) as components of the recovery process. 
These correspond roughly to the use of spiritual 
constructs and measures in research as predictor, 
dependent, covariatc and independent variables. 
Oear hypotheses can be derived and tested in 
these areas, assuming the reliable measurement 
of spiritual variables. 

Spiritual protective and ritk faeten 
’Hicre it strong evidence dut ipiritual/religioufi 
involvement is generally associated with de- 
creased risk of alcohoVdiug use. problems and 
dependence. Dau penuient to this question have 
often been gathen^ incidentally as a part of 
larger survey research. Reviews of this literature 
have concluded ihat religiously involved individ- 
uals arc conristenily less likely to use alcohol and 
oiher drugs, and when they do so are less likely 
to engage in heavy use and suffer iu adverse 
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consequence! (Goisudi & Butler^ 1976; G«n- 
ncr, I^orson 8k Alien, 1991; Gonuch, 1995; Ler- 
son, 1998). This effect persists even ^exx 
inessiires of spihruol/religious iavolvemcnt have 
been relatively crude (e.g. denominarional 
affiliation). “Whenever religion is included in an 
analysis, it predicts those who have nor used an 
ilUdi drug regardless of whether the research is 
conducted prospectively or reirospeoively and 
regardless of whether die religious variable is 
defined in lenns of membership, active panici- 
padon, religious upbringing, or the meaningful- 
ness of religion as viewed by the penon” 
(Gorsudi & Butler, 1976, p. 127). 

Interestingly, there are substantive differences 
among religious denominations in the risk of 
alcohol problems (Makcli, 1975; Koenig et aL, 
1994). Those of Jewish faith are typically found 
to have relauveiy low rates of alcohol problems 
and dependence, despite low rates of total tb- 
stendoD. Di&crcnces among US denominadons 
are sharpened when one considen the rate of 
problems and dependence among ewrent 
drinkers. Given that one is a drinker, die risk of 
problems and dependence is highest among con> 
servative Protestant denominadons, where absd- 
nence is the norm. Kevenheless, even in this 
highest-riRk group, the risk for drinkers is only 
40Vo of that for drinkers with no religious 
affiliadoD (Hilton, 1991). 

What are the actual protcedve mechanisms 
involved in these relationships? Measures of re- 
ligious involvement have often been coarse, pro- 
viding little infonnadon about specific religious 
beliefs, practices and contexts. Is the principled 
avoidance of drugs a key faau^ Is it the pres- 
ence of social suppon for abstinence or moder- 
ation? Docs religious involvement engage the 
person in timc-occupying activities that compete 
with and are incompatible with drug use? Might 
a life free of drug involvement be part of a larger 
complex of prosocial values that are promoted by 
religious affiliation? The correlation between 
spirituil/ieligious involvement and lower risk is 
one of the more consistent (although seldom 
uught) findings of die addiction field, but causal 
inferences cannot be drawn from current 
findings. Investigation of the reasons for this 
rclationibip should be a hi^ priority among 
topics for research in this area (Larson, 1998). 

It follows that among leligiouB variables are 
also some risk fiaors, associated with mcrvoicd 
risk of future substance use and prublcn». From 


the above evidence, a lack of religious involve- 
DBcnt Is such a predictive focior. It may also be 
that certain aspects of spirituaHiy or religion are 
linked to risk. Ckirsuch (2995) has suggested that 
one's concept of God (a well-studied and 
measurable phenomenon) may be linked to the 
hkeUbood of substance abuse. Those witii a 
more wrathful, punitive conception of God may 
be at hi^er risk for developing problems with 
alcohol and other drugs. Individuals affiliated 
with religious groups that show a higher inci- 
dence of substance use and abuse would them- 
selves be expected to be at higher risk. Again, the 
direction of causality is unclear. Modeling may 
shape attitudes and behaviors but, as in assorta- 
tive mating, adults also tend to affiliate with 
groups that mote resemble their own behavior 
patterns. 


Spirituality m the course of addiction 
If spiriiual/rcligious involvement generally serves 
as a protective factor against substance abuse, 
and if spirituality and the abuse of spirits are 
somehow incompatible then it follows logically 
that individuals who arc currently caught up in 
addiction would be expected to be less spiritually 
active or religiously involved. This topic has sel- 
dom been investigated, perhaps because of re- 
maining echoes of a moralistic model that 
blames alcoholics or addicts for being morally 
deficient. It is possible, however, to separate a 
spiritual model of addiction from moralistic 
views (Miller & Kurtz, 1994; Miller & Hester, 
1995)- Spiritual variables can be understood as 
putential deienninants (or at least correlates) of 
the counc and severity of drug problems, much 
like more commonly discussed euologic factors 
such as physiological, genetic, psychological, 
family and sodo-culturol influences. People with 
alcohol and other drug problems are commonly 
found to be also impaired on cognitive, psycho- 
logical, medical and social dimensions. How do 
they fare on measures of spiritual dimensions? 

In general, alcohol/drug problems are associ- 
ated with a current lack of religious affiliation 
and involvement (Walters, 1957; Larson & 
Wilson, 1980; Hilton, 1991). Women who are 
parcneis of alcoholic men also repon themselves 
to be substantially less reUgious in both altitude 
and behavior (Ichiyama ei al, 1995). 

Religious involvement, however, is only one 
dimension of spirituality. It would bt of interest 
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course of addictioos. It Is possible, for escac^le, 
dial 8 lack of i^igiout invol^eoient is ifrelevant 
to nsk or counc fivea other fonm of acove 
spiriruaJJ^. The pracciec of transcendental medi-* 
tation is associated svith lower rislCi and may be 
beneihdal m recovery (Aron & Aron, 1980). 
Loarei risk of alcohol use disorders has b^n 
associated wtds private practices of prayer and 
scripture reading (Koenig « ai. 1994), A more 
generic spiritual damensioD diat has been re- 
searched in the addiction field is the sense of 
meaning in lifo, parnculariy usmg the Purpose in 
Ufe scale (PE-; Cnimbau^ 8e Maholi<dc, 1964). 
More chan a dozen studies have found that al* 
cohol/dnig abuse is associated with a lack of 
sense of meaning in life, relative to nonnil sam- 
ples (Cfumbaugh A MahoHck, i969j Biack> 
1991). 

The longirudinal protecrive relatioruhip be- 
tween religious involvement and substance abuse 
may or may not hold once problems are esub- 
iished. Within a group already impaired by al- 
cohol, there may be no strong re!ati<mdup 
between religious involvement and problem 
severity (Mookherjee, 1986). Wc recently exam- 
ined this relationship in a large clinical sample 
(Projea MATCH Research Group, 1997), com- 
p«isg two summary scores foom the Religious 
Background and Behavior scale Connors, 

Tonigan 8c Miller, 1996) with 16 measures of 
severity of drug use, alcohol consumptioD, prob- 
\ems and d^cndence. We found the R3B scale 
total to be normally distributed within tins sam- 
ple, and to have exccUimt tcst-reiesi reUabiliQr. 
Although the correlations generally reflected a 
modest association between higher religious/ 
spiritual involvement and better outcomes, none 
exMc^ed r*0.I5. One obvious explanation fm 
sriiy telarioDshzps would be found in a gHseral 
popuiadoD but not within clinical samples is the 
restricted range of the latter, rimilar to the 
difficulty of predicting graduate school grades 
from iptitude scores. 

In any event, ^Iritual variables can be in- 
duded In snsdies of the course of addiedons. 
Indeed, the US Joint Commission on the Ac- 
creditadoA of Healthcare Organizations has rec- 
ommended and feqtdred the routine assessment 
of ^irlttaaUty in ffic delivery of heaJdi care. Spui- 
tual aspects of healdi may be helpfol in under- 
*ta:ndi«sg, and ulumately in focilitadng, the 
pructis. of recovery. 
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Akahd/dntg use arid sptrituality 
Because the observed relation^p between ^sri- 
tual^ and addictive behtviouts is correladoiul, 
causaHty may flow in either, both or neither 
dircciion. The excessive use of cenain psychosc- 
dve drugs may exert detrimenxat effects on spin- 
maiiiy, as If does os physical and psychol^cal 
health, b must be remembered here, too, that 
certain drugs have sacred uses, and are used 
within some religions to fodlitate deeper spiritu- 
ality. 

datively little research has explored psycho- 
logical foctors or in^rvendons that fodlime 
spiritual wellbeing (Ellison fr Smith, 1991 j Mar- 
tin, 1908). Study designs (such as cross-lagged 
correlational analyses in longitudinal research) 
are available for untangling whether prediction is 
stronger from spiritual factors (at Time I) to 
alcohol/drug variables (at Time 2), of from al- 
cohol/drug factors to subsequent spiritual vari- 
ables. The dictum spiritus emtra spiritum suggests 
that both paths may be important. 

Ssrirituai c^rrtlatcs dnd miehanvms of rtc^very 
U religious involvement is a protective faaor, 
and if current substance abuse is assodaicd 
with a lack of spiritual/religious involvement, 
do spiritually focused incexvendoni promote 
recovery from alcohoVdruf problems? Many 
have maintained that a spiritual focus repre- 
sents an intpoxtant route to recovery (Alcoholics 
Anonymous, 1939; Clinebell, 1956, 1963). 
Although some have emphasized “getting 
religion*’ as a cure, spiritual approaches have 
usually focused on broader issues of meaning 
and character. 

There is limited empirical evidence at present 
for a i^dicdve ^lationship of spirituailty to 
recovery. Rescards could darify srisether pardcur 
Ui spiritual acDvidci are pardculariy prediedve 
of better outcomes. Certainly a promising place 
to study spirituality in the recovery process is 
whhin Twelve-Step followshlpt such as AA (Me- 
Crady A MUlcr, 1991). Corrii^a (1989), for 
cxazxipic, found that among AA members Spiritu- 
aUty, as measured by Whitfield’s (1 984) Spiritual 
Sclf-Assessmcnt Scale, was predictive of life sat- 
isfecdon. This relationship was indepeodent of 
the length of involvement in AA. AA attendance 
w often found to be modesdy predictive of better 
treatment outcomes (Emrick et oL, 1993). In one 
study (Monigomcty, Miller A Tonigan, 1995), 



105 


9B4 XP^iam R, MiUer 

we found that drinking outcomet were unrelitcd 
to the exceni to which clients atundtd AA after 
treatment 'When we measured the extent to 
which chcDta had become mvohtd in AA, haw> 
ever, a significani relationship emerged. Those 
who were more involved in working program 
steps and in AA-recommended activhies were 
more likely to be abitineni. 

To date, only a few sysiematic evaluations have 
focused on the application of specific tpuicually 
derived strategics as an aid to recovery. Meditation 
of various Idods has been found to be helpful in 
health promotion (Martin & Carlson, 1988), and 
has been applied in the prevention and treatment 
of addictive behaviors (e.g. Marian & Marques, 
1977; Aron & Aron, 1980). The only controlled 
trial TO date, however, found no specific effect of 
meditation on alcohol consumption of heavy 
drinkers (Murphy, Pagano A Mulati, 1986). 

Building on an already large literature (Finney 
& Maloney, 1985; Dosscy, 1993), Walker and 
his colleagues (1997) conducted the first double- 
blind randomized trial of intercessory prayer for 
alcoholics in treatment. No beneficial cffca was 
observed but an unexpected finding, if replica- 
ble, bean better understanding. Clients who re- 
poned, before treatment, that they were aware of 
someone already praying for them, also showed 
higher levels of continued drinking at 6«monch- 
foUow-up. The use of prayer by clients them- 
selves, however, was assodaied with better 
outcomes. 

Project MATCH (1993) is cenaioly the 
largest randomized trial of a spiritually based 
treatment. Its Twelve-Step facilitation therapy 
(TSF; Nowinski, Baker & Carroll, 1992) was 
compared with cognitive-behavioral skill training 
and with motivational enhancement therapy. 
The TSF treatment was specifically designed to 
engage diems actively in AA and to help them 
work through die first few steps of AA’s spirimai 
program. Clients assigned to TSF fved at least 
as wdl as those in the other two treatment 
conditions, and on measures of complete absti- 
nence showed significantly better outcomes 
(Project MATCH Research Group, 1997). 
Across all treatment groups, both AA involve- 
ment and rchgious/spiritual mvolvcmcnt were 
found to be modesdy and positively related to 
outcomes. 

Rthgious pracnai and rtcovery 

As there can be religious overtones to how one 


understands the nature of drug use and prob- 
lems, religious practices have also been invoked 
in the search for heating of addictions. The word 
*lieBlmg** is used heace as a broader term d&an 
‘'treatment”, which connotes the intentional ap- 
plication of tedinological procedures. Healing 
connotes the broader context of recovery, which 
extends well beyond formal treatment. 

If there are Bpiricual aspects to the problem, 
then spirituality may also hold part of the sol- 
ution (AA, 1939). Indeed, spiritually and re- 
ligiously based practices have been used to 
address alcohol and other drug problems. 
There is a litcraTure on the practice of transcen- 
dental meditation in die prevention and treai- 
meni of addictive behaviors (Aron &; Aron, 
1980; Marian 8c Gordem, 1998). In the United 
Sutes, explidtiy Christian recovery programs 
have been offered by groups including the Sal- 
vation Army and Teen Challenge, among oth- 
ers. In Native American religion, peyote has 
been used to treat alcohol dependence (Al- 
baugh A Anderson, 1974). The Twelve Steps 
of AA explicitly indude gaining awareness of a 
‘Ougher power” beyond oneself, turning over 
one’s will to and tsjidng for help from the higher 
power, confessing and making amends for 
wrongs, practising prayer and meditation and 
scckmg to conform oneself to the will of the 
higher power. 

To what extent arc changes in spiritual vari- 
ables important markers or components of re- 
covery? From some perspectives, spiritual 
development is a sins qua non of stable sobriety 
(AA, 1939). Brown & Peterson (1990b) found 
marked shifts in dients’ reported values before 
versus after alcoholism treatment, and specu- 
lated that a reprioritizing process may be pan of 
nable sobriety. Just as spiritual/rdigious vari- 
ables appear to be protective foctors against tire 
development of substance use disorders, they 
may also mark or Cadlitaie die process of recew- 
ety (Muffler, Langrod A Larson, 1992). Wcll- 
dcii^ed research has only begun to explore this 
domain. 

Another phenomenon worthy of exploration is 
the kind of sudden and dramatic transformation 
that began Bill Vilson's own sobriety (Kurtz, 
1979). Rciroapecave histories of recovery nor 
infrcqucnily include oriticil inddents that may 
be characterized as or likened to spirnual conver- 
aioo experiences (e.g. Tuchfold, 1961; Edwards, 
Oppenheimer A Taylor, 1992). Barlow, Abel A 
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Blanchard (1977) documented in detail the case 
of a transsexual male who underwent con^re- 
henaive and endtmng gendet identity change 
following TWO sessions of prayer^ changes that 
normally require a year or more of intensive 
tzcatmcni if they occur at all. Wc have termed 
these “quantum change” ejqpehenccs, in whidi a 
personality is pcnnanently turned upside down, 
usually for die better, in a matter of minutes or 
hours. Such sudden and major turning points arc 
well worth understanding, and may hold some 
keys to spiritual processes that can operate in life 
aansformados (Miller & C’de Baca, 1994). 1 
suspect that she underlying processes are Hnked 
in some way to the consistent behavior changes 
chat are observed following brief motivadon- 
focused treatments (Miller & Rollnick, 1991; 
Bicn, MUIer & Toniipm, 1993). 


Barrien to nesearch on splritunUty and ad* 
diction 

Given the long history and common associadon 
of spirituality and adchedon, why has research on 
this relationship been so sparse? In studies of 
treatmcni, spirimal variables are seldom even 
measured. Those who have written most 
prolidcally about spiritual aspects of addiction 
(c.g. Ciinebcll, 1954; Kunz, I9?9; Brown, Pe- 
terson & Cunningham, 1988; May 1991) have 
rarely submitted their asaerdons to scienddc 
vetiBicanon. Most productive treatment re- 
tearchers, who commit their lives to scientific 
investigadon of therapeutic processes and out- 
comes, seem rarely to have considered spiritual* 
ity as a dimension worthy of invesDgadon. The 
growing mterdisciplinary biopsychosodal per- 
spective spans physical, psychological, interper- 
sonal, hnanctal, legal, sexual, emotional, social, 
vocadonai and, more recently, qualiiy-of-life 
aspects of adjustment, but virtually no consider- 
adon has been given to spirituality. There are no 
spiritual adjustment scales on the instrumezits 
de«lgn«d to be broad cvahiadom of tzeatmeni 
outccune, such as the Addiedon Severity Index 
(McLeilan « al, 1990) die Comprehensive 
Drinker Profile (Miller & MaHatti 1984) or the 
Alcohol Use Inventory (Horn, Wanberg & Fos- 
ter, 1987). 

What have b«n ihc l^rriers to research on 
^irituality and. addictions? Relative to the gee- 
czal population, religious beliefs and values are 
dramatically under-represented among US men- 
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lal health professionals in general and among 
psycholt^sts in particular, who condua much of 
die treatment outcome rescardi on aJcoholfdrug 
problems (Bcrgin, 1980, Bcrgin & Jensen, 1994; 
Shafranske, 1996). The typical training of re- 
searchers such as psychologists is at best devoid 
of consideration of spiritual issues (Clement, 
1978), and most sdenrists consequently lack the 
knowledge base and tools needed to study apiri- 
cual variables even if they had the urge. Mean- 
while, those in the addictions field who have 
been most expert and interested in spirituality 
appear to have lacked the traming, indination or 
resources to pursue empirical researdi on their 
passion. There are, I believe, some important 
steps that could be taken to fiicilitate the design 
and condua of such research. 


Obercoming barriers 

First, 1 would argue that we do net need any 
more specialty journals in this area. There are 
already many addiction journals CArctniega & 
Miller, 1997) and a number of wcU-cstabUshed 
journals publishing research at the inteiface of 
spirituality and mental health, including the 
Journal of Ministry in Addiction and fUcovery. 
Conunutng to publish research in specialized 
spirieually orientated publiattions with limited 
readership is preaching to ihe choir. The choir is 
a vocal but small pan of any congregation. I 
would urge instead that well-designed research 
linking spirituality and addictions (or mental 
health issues more f^cratiy) should be pccr- 
Fcvicwcd and published in mainstream tdentific 
journals. 

Secondly, I believe that it is iroporoint for 
sdentiscs interested in this area to communicate 
and cooperate with one another. An excellent 
headstart m this dheebon occurred with die con- 
vening of several expert panels of adenrifts to 
develop coniensus statements regarding past and 
future research on spirituality and health (Miller 
A Bennett, 1997; Lanon, 1998). There are also 
opportunities throu^ profesrioaal organizations, 
some of which have special divisions or interest 
groups focused on sptritual/icUgions issues (e.g. 
Division 36 of the American Psychological As- 
sudadoD, and die Assodadon for the Advance- 
ment of Behavior Therapy i^edal interest group 
on “Spifinial and Rcl^ous Issues in Behavior 
Change**). Such groups can work togedier cre- 
atively 10 conceive and design high-quality re- 
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•earcb on the cole of spiriiuelicy in ireatmcni and 
healing. 

We also need to address the fact that the 
divenity tziining of psychoIog;ical and medical 
researchers typically indudes no serious con- 
sideration of spiritual and religious issues, de- 
spite the presence of a large vohime of studies 
showing positive reiadonships between reli^ous 
involvement and health (Bergin, 1983; Larson n 
alj 19d6i 1992; Levin & Vanderpool, 1987; 
Levin, 1994; Gorsuch, 1995; Larson. 1998). If 
we do not train future sdendfti to chinlc aboui 
spiritual issues — or worse, if wt icacb them not 
to think about sudi nutters because dicy are 
“unscientific"— we will perpetuate the cuncm 
paucity of quality research on spiritual issues in 
recovery. Psychologists are the presumed experts 
on measurement of human behavior, but most 
have no idea how to measure ^iritual con- 
structs. Excellent training resources are begin- 
ning to appear that con be incorporated into 
professional training (C-g. Matthews, Larson & 
Bany. 1993; Shahandee, 1996; Richards & 
Bergin, 1997; Pargament, 1998). 

It would be more generally useful to come to 
some consensus about the most imponanr di- 
mensions to measure when one wants to assess 
spirituality within clinical research. Some scales 
tiui purpon to measure spirituality have many 
diverse eiementi. Whitfield's (1984) spirituality 
scale, for example, included items such as “I am 
honest with myself*’, “1 fed sexually fulfilled** 
and "I exercise regularly". It is not surprising, 
then, that Cozrington (1979) would find that this 
“spirituality” scale is corrdated with life satisfac- 
tion. Factorially sound measures uf spirituality 
exist and merit inclusion in broader clinical re- 
search (Spilka et a/., 1985; Shafranske. 1996). 
One thing that does seem clear is that spirituality 
is muid-dimensional (Larson, 1996). Efforts to 
measure even the more limited concept of reli- 
giosity or religious involvement have consistently 
pointed to multiple, relatively orthogonal factors 
(King. 1967; Hilty, 1988; Richards & Bergin. 
1997). 

Perhaps the most important thing wc can do 
to promote research on spirituality, however, is 
to develop and contribute strong scacncc in this 
area. One small but useful step in this direction 
is to begin including spiritual dependent and 
predictor variables in mainstream clinical re- 
search (Miller & Martin, 1988; Benner, 1991). 
This is already beginning to happen in the addic- 


non field. Proiect MATCH (1993, 1997), for 
example, included several spiritual measures as 
well as one caplidily ipjritad.^irtittmeni: con- 
diiioD (Nowmsld ti al, I9$2])/Otic way to over- 
come the current state of afbln that excludes 
spiritual variables from biopsychosodal research 
is simply to begin measuring relevuu dimensions 
as pan of larger ongoing lines of research. My 
hope, however, is that spirituality will increas- 
ingly become the emtral subject of new lines of 
nsearch. 


Promising dircctsoos 

Finally. 1 would hkc to point to a few topics that 
seem to me promising avenues for future re- 
search on spirituality and addicrions. One tried 
and true prindple is that if you want to study a 
phenomenon, go to where it is happening. In the 
addiction field, this certainly points one in the 
direction of AA. Despite some stereotypes, there 
is no prohibition against research within AA. In 
fact, AA has an oflicia] memo wiinen by Bill 
Wilson encouraging members to cooperate with 
researchers, and many types of studies are poss- 
ible (McCrady & Miller 1993). AA is so preva- 
lent that clinicil research is imperiled if AA 
involvement is not considered as a factor in 
treatment outcome, yet this is a very limited way 
of thinlong — to view AA as a source of noise to 
be eliminated. The seldom-accepted challenge is 
to try to “hear the noise” (Edwards it aL, 1992), 
and understand the extra-treatment processes 
that affect recovery. It would be useful to under- 
stand the spiritual variables, the processes that 
predict recovery and response to treatment. 

Viewed in this way. AA points us toward some 
specific "active ingredients” that may play a key 
role in recovery. These are traits more often 
ihou^t of as character rather chan as personal- 
ity. Although these themes can be understood 
from a psychological perspective, they have often 
been overlooked by researchers and have more 
frequently been the province of spiritual profes- 
sionals. One such theme long emphasized by AA 
(1939) is acceptme, which represents a concep- 
tual opposite of trying to take charge and control 
(Baugh, 1988; Hayes a al., 1995). It is a long- 
recognized spiritual pandox that acceptance of 
the present opens the door to change. Carl 
Rogcra (1957) discussed acceptance of the cli- 
ent’s (and of one’s own) present experience as a 
necessary condition for change. More recently. 
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Marian (1995) his commendedl tn accepting 
ivtha: thtft coatroUiag style as optima for man- 
sging addicqoiis. There is now peisuasivc evi- 
dence that an accepting, empathic helping style 
significantly promotes recovery (Miller, Taylor St 
West, 19S0; Valle, 1981; cf. Miller St floLlnick, 

1991) . 

In relation to this, die virtue of humility has 
been central in AA^s understanding of the pro- 
cess of recovery (Kum & Ketcham, 1992). At 
the other extreme, self-absorpiion and an exag- 
gerated need for control arc health risk factors 
(Martin Sc Carlson, 1988). How docs one mea- 
sure bumiiity? Probably not by asking people 
whether they have hi 

The practice of for^vmesi is associated with 
higher life satisfaction in general, and with re- 
ligious involvement in particular O^olotna St 
Gallup, 1991), and is a concept with substantial 
therapeutic potential (Richards fit Potts, 1995). 
Its opposites — resentment, impatience, aud hos- 
tility — have been inversely associated with health 
(Johnson, 2990), and arc frequently warned 
against as obstacles to recovery. Forgiveness 
sometimes figures prominently in stories of re- 
covery (c.g. H. fie MePeefc, 1988), and is a 
little-scudicd process well worth studying more 
carefully. 

These processes lead us back to the possibility 
of integrating spiritual diemes and approaches in 
professional treatment. Rebecca Propst (1980, 

1992) has demonstrated in well-controlled triaU 
that incorporation of the cUent^s spiritual themes 
into treatment can significantly increase the 
efficacy of cognitive therapy for depression. For 
religiously orienwted people, in &ci, failure to 
take spiritual material into consideration could 
be a significant obstacle to change (Miller, 
1988). In this regard, it would also be helpful to 
know more about how specific spiritual dimen- 
sions, such as onc*s concur of God, affect treat- 
ment and recovery (cf. Miller fit Thorcsen, 1998; 
Gotsuch, 1995). 

A further step is to test treatment methods 
that are expliotly spiritual and meaning-fo- 
cused. As dcscritscd above, randomized trials 
have already tested meditation, prayer and a 
treatment designed to involve the client in the 
Twelve Steps. Brown fit Peterson (1990a) have 
described a value-based and testable treatmenr 
model for addictions. They have also described 
the types of changes in values that arc associated 
with recovery (Brown fit Peterson, 1990b), 
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which in many ways resemble the value shifts 
ffiat wc have repotted to be associated with 
quantum changes mtyre g«Eierally (Mdler St C*de 
Baca, 1994). 

When venturing into research on spirituality, 
of course, one is not without critics. Secular 
colleagues may aver that these are not proper 
topics for professional treatment or scientific 
ini^srigation. Religious observers may be 
equally appalled at such research, penuaded 
that it is inappropriate to cry to view spirituality 
through scientific lenses. There arc those who, 
for either of these or other reasons, protest that 
public funds should never be used w evaluate 
spiritually rooted treatments. However, dberc is 
no reason why an endre class of potential heal- 
ing agents must be excluded from scientific in- 
vesugation. The whole enierprite that is now 
ps^otherapy was, net long ago, almost cxclu- 
sivety the province of clergy (Pamson, 1978). 
The compassionate mission of healing Is surely 
our common and most iraponant professional 
purpose. For as long as history has been 
recorded, people have found spirituality to be a 
Bigaificant source of healing. A large proportion 
of people continue to find spiriruality, including 
religious involvement, to be an important source 
of meaning and sustenance. Simply to ignore a 
major potential source of healing violates both 
scientific curiosity and professional responsi- 
bility. It is time to question and reverse the 
assuiDptioa that spiritual variables are uboo for 
scientists and therapists, or that scientific meth- 
ods cannot possibly shed light on spirituality. 
Similar mystery once surrounded psydsoihcrapy 
(and stiH does for some) in the belief that its art 
was so complex and iu outcomes so subtle and 
sublime as to elude the scientific method. Fsy- 
cboiherapy research now fills journals and is a 
specialty in itself. We roudndy address wad inte- 
grate the biological, psydrological and social 
aspects of addiction and other mental health 
problems. Why not move toward models of 
health and treatment that include the spiritual 
side of humanity as well? 
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Bateman, Nils I. //Peterson, I>avid M. 

Variables related to outcome of treatment for hospitalized alcoholics 
International Journal of the Addictions 
June 1971 
6 
2 

215-224 

Cited by Bebbington as finding that prior (and by implication, foiled) attendance at AA has been 
a predictor of success for subsequent programmes.' 

Investigates *non-clinicaI foctors' at a state rehab center in the U.S. South; weekly AA meetings 
were provided for the patients. Main variables == 'a previous history of regular attendance at AA, 
mother deceased, and for those with mothers living, contact less frequently than monthly.' 


Fagan, R.W./ZMauts A.L. 

Social margin and social reentry; An evaluation of a rehabilitation program for skid row alcoholics 
Journal of Studies <*n Alcohol 
1986 
47 

413-425 

[Pisani et al.]: demonstrated that patients who attend more AA meetings in the early months 
following discharge fare much better with respect to abstinence. 


Erickson, L,//Stout, J. K.. //Williams, J. M. 

Comparison of the Importance of Alcoholics Anonymous and Outpatient Counseling to 
Maintenance of Sobriety Among Alcohol Abusers 
Psychological Reports 
1986 
58 
3 

803-806 

[NCADI]: Alcoholics' self-reported rating of the importance of AA to maintenance of sobriety 
was assessed. Thiny-six individuals, 24 men and 12 women, ranging in age from 19 to 61 years, 
who were enrolled in the alcoholism rehabilitation program in the State of New York, volunteered 
to participate in the study. They drank 5 to 1 5 drinks a day during a one month period 
immediately prior to becoming sober and their drinking histories ranged from 2 to 1 1 years. AA 
was rated sipiificantly higher in importance to maintenance of sobriety by participants with above 
median days (160 days) of sobriety than those with below median days of sobriety or than 
outpatient counselii^ by those with below or above median days of sobriety. A sigmficant, 
positive correlation of 0.79 between attendance at AA and days of sobriety was found. It is 
suggested, however, that more direct evaluation of the role of AA in promoting sobriety is needed 
before firm conclusions can be drawn. The authors cite 1 8 references. 
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McTimoney. D.C.//CaiTqjbeil, ES,//Coopcr, R.H. 

Factors l]):^eticmg A.A. aod Treatment Outcome: A Descr^tive Paper 

(Presented at the 2iid Annual Meeting of the Special Interest Group on Program £vahiation» 
Canadian Addiction Foundation, Regina, SASK. Canada, September S'9, 1982) 

The results of a times series evahiatioa of alcoholic clients treated at the Alcoholism & Drugs 
Dependency Commision of New Brunswick. Canada, fiK^ilhies to detemune whether there are 
differences between cUents w}h> affiliated whh Alcoholics Anonymous and those who do not join 
AA. Clicms were interviewed at baseline, 3, 6, & 12 months. It was found that: (l> at 12 
months, a higher proportbn (56%) of AA afBBates were married, and better than one-half 
reported active religious paitk:4>ation, ^n^j^ed to 16% of m>n-AA*s; (2) a higher proportmn of 
AA*s than non-AA’s reported a job was tf«ir major means of financial support; (3) at baseline, 
one-third of AA’s reported havir^ a job, white one-half reported having a Job at 12 months; (4) 
drinking €v«fy day t^lined oy& time for both groi^, with AA’s reportii^ a smaiter proportion 
of daily dsinkers (10%) than d^ foe non-AA’s (21%); ahhough dn^ use declined over fone for 
both groups, a higher proportion of AA’s continue to use drugs other than alcohol In summary, 
this study obviously it:^cs the point it’s better to be in AA than not, 

Morgan, Oliver J. 

Extended Length Sobriety: The Nfissing Variable 
Alcoholism Treatment Quarterly 
1995 
12 
1 

69-71 

[EK]: After iK>ting, ami somewhat reviewing, tK>w the Iftemtiu'e on recvoeiy gives scant 
attention to recovery over tl» fong-term, si^ests the ber^fits of such research and outlines an 
ongoing csiploratory project which utiles this variable. 

*l have been unable to find a single research study that gives sustained attention to 
extended-length-of-continuous-and-abstinent-sobriety as a primary variable for research, despite 
titles that might indicate otherwise.* 

Under *Rc- Visaing of Self: ’Without exception these persons portray degradation and loss of 
self as a criKial theuKi in understanding Ihek life stories.' 

Under *Re-Visionion of Life-Context*: The lives of these persons are grounded in confidence 
about the ongoing care of their Higher Power. That is, they experience and expect that their lives 
arc enfolded by care; they understand iheir lives as secured and guided by 'providence.* They 
experience 'miracles; happening in their lives and expect that 'coincidences’ are no longer 
coincidental They expect good things to happen for themselves and those they love even in the 
midst of hardsh^j. These arc core beliefe that support them in good times and sustain them in 
hard tmes. This way of construing theu- lives is a central foetid in ^cessful, lor^-term recovery 
experience.* 

This research in progress indicates that the in^rtant foctors in the development of recovery 
over tune include cogmtivc md attitiMiina! re-visfoning both of self and life-context, and 
behavioral rcstructurmg of lifestyle.* 
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Vaillant, George E. 

What Can Long-term FoUow-up Teach Us About Relapse and Prevention of Relapse in 
Addiction? 

British Journal of Addiction - 1988 
83 (10) 

1147-1157 

[Journal]: Reviews the treatment history of 100 hospital-treated heroin addicts and 100 
hospital- treated alcohol-dependent individuals. The two cohorts were prospectively followed for 
20 and 1 2 years respectively and Actors related to relapse and freedom from relapse were sought. 
Premorbid social stability, especially stable employment history, proved a more effective predictor 
of long-term outcome than the severity or chronicity of addiction. Inpatient treatment exerted 
little effect on long-term course. For both samples, eitcoimtering one or more of the following — 
community compulsory superivison, a substitute dependence, new relationships, and inspirational 
group membership - appeared associated with freedom from relapse. The challenge of 
preventing relapse in diabetes is offered as a useful analogy for preventing relapse in the 
addictions. 

[Text]: Within 2 years after leaving the hospital 95% of both groups of patients had relapsed. 

But if 95% of the alcoholics relapsed to alcohol dependence — a crTterion often used to in^cate 
treatment failure - at some point 59% of the same 100 patients achieved at least 6 months of 
abstinence — a criterion often used to indicate recovery. Thus, a majority of our alcoholics could 
have been classified as both treatment successes and treatment feilures. To clarity such confusion 
the dimension of time must be attended to. 

'During recovery it is probably valuable for alcoholics to form bonds with people they have not 
hurt in the past. In this regard an AA sponsor of a new spouse may be more useful than the 
dyadic relationship with a long-suffering family member, which must repeatedly re-awaken old 
guilts and old angers — conditioned reinforcers of alcohol use.' 

Table 7 illustrates that the strong association of AA utilization with remission . . . cannot be 
attributed to premorbid social stability (as 1975 studies by Baekeland et al. and Costello 
suggested). Frequent AA attendance may have played a causal role in both social and clinical 
improvement.' Suggests viewing AA in terms of Jerome Frank's Persuasion and Healing. 

[Conclusion]: We must cease to conceptualize drug addiction as a more or less conscious use^of 
an active drug in order to provide either emotional solace or exquisite self indulgence. If instead 
we conceive of drug addiction as a whole constellation of conditioned, unconscious behaviours, 
then the relative success of parole, methadone maintenance and AA over conventional 
intervention begins to make sense. These community interventions serve to impose a structure on 
the addict's life. This structure interferes with drug-seeking behaviour based upon conditioned 
withdrawal symptoms and upon conditioned reinforcers like the ritual of 'belting up,' the 
fiiendship of hard drinking friends and the experience of purposeful behaviorus that precedes 
self-medication. 

All this important in light of controlled studies and literature reviews that suggest that prolonged 
2- to 4-week inpatient treatnient of alcohooism achieves results no better than those obtained by 
outpatient treatntent advice or brief detoxification. The goal of treatment is not detoxification but 
prevention of relapse. 



115 


Page 4 of 10 


GorsucK Richard L. 

Assessing Spiritual Variables in Alcoholics Anonymous Research 
in 

McCrady, Barbara S7/Miller» William R. 
eds. 

Research on Alcoholics Anonymous: Opportunities and Ahematives 

New Brunswick, NJ 

Rutgers Center of Alcohol Stridics 

1993 

301-318 

301 : Despite the importance of spirituality in AA's 12 steps, addiction research has seldom 
measured spirituality [!]. The purpose of this chapter is first to examine several definitions^f 
spirituality that might be important for measuring this facet of AA. The empirical relationships of 
these measures to alcohol abuse will then be summarized and the theoretical relationship of 
spirituality to addiction and AA will be explored from a psychological perspective. Finally, a 
methodological point will be made that is essential if spirituality as an intervention is to be 
properly evaluate. 

302: The most prominent tradition of measurement in the psychology of religion has been 
that of the intrinsic/extrinsic (1/E) motivation distinction introduced by Allport and reviewed by 
Donahue. Intrinsicness is defined as being religious for the sake of being religious and not to 
fulfill any other need or value. Extiinsicncss is defined as being religious for some other reason, 
such as to develop social relationships or to gain personal comfort in a time of crisis. 

302: Another popular way of measuring religious commitment and by implication spirituality 
is to ask for reported behaviors. / 

304 [after much on questions involving "religion’']; Spirituality as a term is, however, used in 
a considerably broader sense than that discussed so far. Spirituality in this sense appears to be 
referring to people who are concerned with metaphysical issues as well as their daytoday lives. It 
need have no belief in God. Little research has been done with this construct and so there is no 
real tradition of measurement with it. 

304: Berenson suggests that "spirituality, as opposed to religion, connotes a direct, personal 
experience of the sacred unmediated by particular belief systems prescribed by dogma or by 
hierarchical structure of priests, ministers, rabbis, or gurus," [Oh?! Seems to tell more of B's 
biases than of spirituality and what is the evidence?] While this is idealistic no experience is 
uninfluenced by one's past, pcrsonal belief systems, and expectancies it does clearly [?!] recognize 
a transcendent clement not tied to one particular religion. This distinction does have an operation 
measure already in existence: Hood's scales of mystical experience. [Is it fair, accurate, to equate 
"spiritual" with "mystical"? cf. McGinn?] 

309f: Under heading "Possible Roles of Spiritual Factors in Alcoholics Anonymous": 
"Alcoholism as the Failure of Spirituality." 

309: "... ft is conclusive that the classical religions of our culture Catholic, Jewish, and 
Protestant have been a major bulwark against alcohol abuse." 

313: When [spirituality] has been studied, the operational definitions have made [it] so broad 
that the transcendent aspect has been ignored despite AA’s focus on a higher power. 



3 13: TIse distiiKtion between religious institutions and spirituality does, however, seem to be 
oversimplified. Every human institution including treatment programs for alcoholics fells short of 
its ideologies. But the implication that imperfect religious institutions and their representatives 
are not helpful in treating alcoholics may be shortsighted. ... 

313>314; It seems to me that the split between religion and spirituality has at least two bases. 
The first basis is that AA is, of course, nondoctrinal. Being nondoctrinal should mean, in terms of 
AA and spirituality in the 1 2 steps, that the enphasis is place upon getting m touch with one’s 
own spiritu^ roots in the trsulition of one's clKiice. Second, AA attracts people for whom the 
classical religious institutions have not had the itnpact they have had with other people. 

3 1 5-316: Note that must investigate changes in spiritual practice, etc., in sobriety. 

[Author]: Despite the importance of spirituality in AA's 12 steps, addiction research has seldom 
measured spirituality. The purpose of this chapter is first to examine several definitions of 
spirituality that might be important for measuring this fecct of AA. The empirical relationships of 
these measures to alcohol abuse will tten be summarized and the theoretical relationship of 
spirituality to addiction and AA will be explored from a psychological perspective. Finally, a 
methodological point will be made that is essential if spirituality as an intervention is to be 
properly evaluated. 


Humphreys, Keith 

Psychotherapy and the Twelve-Step Approach for Substance Abusers: The Limits of Integration 

Psychotherapy 

Summer 1993 

30 

2 

207-213 

4: Distinguishes between "helping strategics the techniques a helper (professional or 
otherwise) employs to fecilhate the resolution of problems" and "helping values deal with 
existential issues," shape the answers to questions such as "What should a person optimally be?" 
and "Why steuld we iKip others?” While helping values are iK>t always articulated, they are 
always present in the therapeutic endeavor. 

5: The helping strategics of twelve step groups can be incorporated into professionai 
psychotherapy without any loss of" integrity, while twelve step helping values usually cannot. 

7: The helping values of followers of twelve step philosophy conflict with those of 
professional psychotherapists in a number of areas. [Looks at: Indigenous vs. Professional 
Leadership; (8) SclfAbascmcnt vs. ScllEnhancement; (10) Experiential vs. Professional 
Knowledge; (11) Spiritual Enthusiasm vs. Spiritual Skepticisn; (1 1) Free vs. Fee; 

9: Most psychotherapists would agree that it is psychologically healthy for a substance 
abuser to accept that some things are beyond his control, particul^ly if he is extremely 
perfectionistic, anxious, or compulsive. Both therapists and twelve step group members see 
acknowledging the limits of human control as beneficial, but twelve step members see those limits 
as far more pervasive and impenetrable than do most professional helpers. 



117 


Page 6 of 10 

13: When fundamental value differences between communities arise, there is a tendency to 
assume that one group is necessarily inferior and that integration must occur to minimize the 
differences or to secure the triumph of one community over the other. I recommend an 
ahemative perspective: vive ladifferance! The continued existence of psychotherapy and twelve 
step groups is strong evidence that each appeal to large numbers of people who have substance 
abuse problems. Eliminating the differences, even if it were possible, would only serve to reduce 
the choices for persons in need of aid. 

13: Three principles should guide interactions between the twelve step and professional 
communities: autonomy, mutual respect, and cooperation. 

14: One of the most basic features of any group of people that excludes others is language, 
and both twelve step organizations and therapists have mysterious argots that they use to describe 
substance abuse problems. Cooperation between the two parties would be enhanced if both took 
the time to learn, and to teach, their way of describing their constructions of reality. It is 
important that these exchanges be respectful, and not result in one language being understood as 
more basic than the other (i.e., "What you describe as your internal tapes is realty your 
superego"). 

[PSYC]: Argues that while there is potential for successful blending of 12-step approaches and 
psychotherapies for chemical dependency at the level of helping strategies/techniques, some basic 
difiercnces in values and philosophy will make it impossible to ever fully integrate the 2 
approaches without compromising one or the other approach. Some of the differences between 
tte 2 approaches involve leadership (indigenous vs professional), individual control (increasing vs 
decreasing), and spirituality (enhanced vs decreased). Given that psychotherapy and the 12-step 
approach must remain largely independent, a model for interactions based on mutual respect, 
independent control, and cooperation is suggested. 

[Author]: While there is potential for successful blending of twelve step approaches and 
psycho therapies for chemical dependency at the level of helping strategies/techniques, some basic 
differences in values and philosophy will make it impossible to ever fully integrate the twelve step 
approach and psychotherapy without compromising one or the other approach. 

Distinguishes between "helping strategies — the techniques a helper (professional or otherwise) 
employs to facilitate the resolution of problems" and "helping values — deal with existential 
issues," shape the answers to questions such as "Whai should a person optimally be?” and "Why 
should we help others?" While helping values are not always articulated, they are always present 
in the therapeutic endeavor. 

The helping strategies of twelve step groups can be incorporated into professional 
psychotherapy without any loss of integrity, while twelve step helping values usually cannot. 

One of the most basic features of any group of people that excludes others is language, and both 
twelve step organizations and therapists have mysterious argots that they use to describe 
substance abuse problems. Cooperation between the two parties would be enhanced if both look 
the time 1o learn, and to teach, their way of describing their constructions of reality. It is 
important that these exchanges be respectful, and not result in one language being understood as 
more basic thatn the other (i.e., "What you describe as your internal tapes is really your 
superego"). 
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Carroll, Stephanfe 

Spirituality aiKl purpose in life in alcoholism recovery 

Journal of Studies on Alcohol 

May 1993 

54 

3 

297<30l 

This study examines ths relationship between spirituality and recovery from alcoholism. 
Spirituality was defined as the extent of practice of Alcolxjlics Anonyn^us Stqss 1 1 and 12 and 
was measured by a Step Questiomiaire developed by the researcher. Step 1 1 suggests prayer and 
meditation and Step 12 suggests assistance of other alcoholics. Expressed degree of purpose in 
life was also seen as a reflection of spirituality. It was postulated that the extent to which Steps 1 1 
and 12 were practiced would be positively correlated with the extent of purpose in life reported 
by 100 Alcoholics Anonymous members. The major findings of this study are significant positive 
correlations between practice of Step 1 1 and purpose in life scores (r * .59, p < .001 ) and 
between Step 1 1 aixl length of sobfety (r =“ .25, p < .01). Number of Alcoholics AiKinymous 
meetings attecKied was significantfy correlated wth purpose in life scores (r = .24, p < .01) ai«l 
length of solroty (r = .25, p < .01 ). Hiese findings suggest that a sense of purpose in life 
increases with continuing sobriety and practice of the spiritual principles of Alcoholics 
Anonymous. 


Alford, Geary S. 

Aicoholfes Anonymous: An En^irical Outcome Study 
Addictive Behaviors 
1980 
5 

359-370 

[Beckman]: 27 male and 29 female alcoholics who had completed in-patient treatment program 
based on AA principles; substantblly higher outcome rathes for females (61 % of women and 
30% of men vrere abstinent, productively fiifKlioning, and socially stable at one year foUow-up); 
had three folk>w-up contacts and considered patients who could not be followed up as treatment 
fetlures, data from multiple collaborative sources; more women attended AA and a greater 
number of meetings. 

[PSYC]: 56 alcoholic patients who completed an inpatient Alcoholics Anonymous (AA) 
treatment program were foUowed-up for 2 yrs. Two sets of criteria of success were used: AA 
criteria, which require patients to be employed/productively functioning, and socially/civilly stable, 
and abstinent; and general criteria, which aUow either abstinence or light-moderate drinking 
without evidence of abuse. 5 1 , 45, and 49% n^t AA criteria of success at 6, 1 2, and 24 mo, 
respectively, while 53, 51, and 56% met the general criterm at respective follow-up intervals. 
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Beckman, Linda J. 

Alcoholics Anonymous and Gender Issues 
in 

McCrady, Barbara S. //Miller, William R. 
eds. 

Research on Alcoholics Anonymous: Opportunities and Ahematives 

New Brunswick, NJ 

Rutgers Center of Alcohol Studies 

1993 

233-248 

233: ”1 will consider the limited research on gender and AA; discuss research on alcoholism 
in women and how women alcoholics differ from their male counterparts; and summarize nx)re 
general research in gender differences that has implications for various aspects of AA membership 
for women versus men.” 

234-235: ’The assumptions generally made about gender differences are congruent with a 
positive [sic] empiricist model of research that restricts analysis to a few clearly observable unity 
of behavior. Unger suggests that such a model ignores the effects of social constructs such as 
social status and power on the research enterprise hsclf She supports a much more reflexive 
model of research that involves understanding of the reciprocal and interactive relationship 
existing between the person and reality and, thus, between experimenter and subject. Such a 
model may be of direct relevance for research on spirituality and recovery processes that AA 
members experience." 

239: Table (p. 238) of "the characteristics of women alcoholics that have implications for 
affiliation with and recovery in AA." "Previous research shows differences between female and 
male alcoholic patients in patterns of alcohol consumption, demographic characteristics, other 
diagnoses, and psychological characteristics. Women in treatment are more likely than men to 
show primary affective disorder and to experience greater marital and family instability. They are 
also more likely to have alcoholic spouses." 

240: "Alcoholic women may have lower selfesteem than men, and they more frequently 
report that they drink when they feel powerless or inadequate. Alcoholic women also have more 
stable attributions for fulure than alcoholic men or nonalcoholic women." 

242: "AA may be an easier form of alcoholism treatment for women to enter than most other 
forms because it is free and anonymous. Some women may attend AA, at least initially, without 
telling families, spouses, and friends who have tried to dissuade them from the idea that they are 
alcoholic." 

245: "Gender diflerences in psychological characteristics and social behavior exist among 
alcoholics. A key question is whether these differences are large enough in magnitude and 
significant in their impact on recovery processes. The somewhat better outcomes of women in 
treatment suggests they are." 

246: "The interactions of gender roles, experiences in AA, and processes of change provide 
an untapped hut fruitful area for future research. For mstance. do women and men work each of 
the 1 2 steps in exactly the same manner? Do their 'stories’ have similar themes? How are the 
themes presented in the 'stories' related to recovery?" 
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246 [conclusion]: "When I started out on the journey of discovery involved in writing this 
paper, as a feminist I probably would have agreed with Jean Kirkpatrick that women who have 
feelings of inadequacy, worthlessness, and powerlessncss and are &£ed with dUferent issues than 
men need samesex support groups and treatments that emphasize competence and selfefficacy, 
not powerlessncss and humility. Moreover, women should not be overrepresented in AA 
con^jared to men. But having reviewed tlK literature and learned more about the processes of 
change in AA, I am much less confident about these conclusions. 1 not believe that AA, a 
fellowship originally designed by and composed primarily of men, appears to be equally or more 
effective for women than for men. There is not clear empirical evidence to suggest that certain 
types of women would (are better in other types of alcoholism treatment." 

[Conclusion]: "When I started out on the journey of discovery involved in writing this paper, as 
a feminist I probably would have agreed with Jean Kirkpatrick that women who have feelings of 
inadequacy, worthlessness, and powerlessness and are faced with different issues than men need 
samC'Sex support groups and treatments that en^)hasize competence and self-efficacy, not 
powerlessncss and humility. Moreover, women should not be overrepresented in AA compared 
to men. But having reviewed the literature and learned more about the processes of change in 
AA, I am much less confident about these conclusions. I not believe that AA, a fellowship 
originally designed by and con^sed primarily of men, appears to be equally or more effective for 
women than for men. There is not clear empirical evidence to suggest that certain types of women 
would fare better in other types of alcoholism treatment." 


Vaillant, George E. ^ 

The Natural History of Alcoholism Revisited 
Cambridge, MA 
Harvard University Press 
1995 

[CORK]: This volume represents both a "re-printing", as well an up-dating and reflection on a 
now classic work in the alcohol field, one published fifteen year ago. I>raw!ng upon the analysis of 
two major longitudinal studies, that work described the natural history of alcoholism (alcohol 
dependence.) The "new" edition is structured as a "reprint" of the previous edition, with new 
sections interspersed and clearly denoted providing a commentary on the earlier work, drawing 
upon new research in the field, further follow-up of subjects, and the author's reflections. 
Copyright 1996, Project Cork Institute. 

[EK]; Makes significant and well-marked additions to 1983 study, and includes replies to as 
well as reports of research since the earlier edition. 
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Humphreys, Keith/ZMoos, Rudolf H. 

Reduced Substance-Abuse-Related Heahh Care Costs Anx)ng Voluntary Participants in 
Alcoholics Anonymous 
Psychiatric Services 
July 1996 
47 
7 

709-713 

[Journal]: Researchers in the San Francisco Bay Area found that persons who attend 
Aicoholics Anonymous (AA) rather than seek outpatient treatment for alcohol abuse had 
treatment costs that were 4S percent lower (a total of $ 1,826) over a three-year period than those 
who got professional treatment. The outcomes for the two groups were similar, even though 
those in the AA group initially had more serious problems with alcohol. 

A total of 201 persons who had never attended AA or received alcohol treatment were 
recruited for the study. The 1 35 persons who chose to attend AA rather than obtain professional 
help did not differ significantly in gender, marital and empbyment status, race, and symptoms of 
alcohol dependence and depression from the 66 who chose professional help. However, AA 
attendees bad lower incomes and had experienced more adverse consequences of drinking, 
suggesting somewhat worse prognoses for this group. 

The authors emphasized that the value of AA and other self-help groups should not be 
considered only in terms of potential cost saving. Nor should cost-conscious employers and 
insurers coerce individuals to attend AA, because the benefits of AA are strongly related to 
voluntary participation. 

/ 


Humphreys, Keith/ZMoos Rudolf H.ZZFinncy, John W. 

Life domains, alcoholics anonymous, and role incumbency in the 3-ycar course of problem 
drinking 

Journal of Nervous and Mental Disease 
August 1996 
184 
8 

475-481 

[MEDLINE]: This study examined the course of problem drinking among 439 individuals over 
3 years, nsing a life domains perspective that distinguishes life stressors and social resources in 
different contexts. More severe chronic finaiKial stressors both predicted and were predicted by 
more alcohol consumption and drinking- related problems. Among social resources. Alcoholics 
Anonymous was the most robust predictor of better functioning on multiple outcome criteria. 
Support from friends and extended femily also predicted better outcomes; this effect was stronger 
for individuals who were low on primary role incumbency (i.e., who were unemployed andZor did 
not have a spouseZpartner). 
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Mr. Mica. Thank you. And I thank each of our panelists for 1 
expert testimony today. I would like to start with a round of c 
tioning. It appears that we’re spending somewhere around $3.5 
lion on drug treatment programs from the Federal Treasury. . 
it appears from this GAO report that one of the problems tha 
have in determining whether programs are successful or not is 
measuring the effectiveness of drug treatment is a complex ur 
taking and it involves a number of factors. We have also heard 
timony here today that raises some questions about self-reports 

Dr. Vereen, it’s my understanding that most of the inform: 
we base our reports of success or our measure of success an 
tained from self-reports of addicts; is that correct? 

Mr. Vereen. Yes, that is true. It is important to underst 
though, that self-report is used to measure a number of health 
comes. So, for example, I mentioned that the effectiveness of t 
ment for drug abuse is comparable to that of diabetes. Most p« 
do not stick with their treatment regime properly for the treati 
of diabetes. Perhaps more than half do not follow their 
ommended insulin intake. But, they self-report that they have 
following the regime. 

We do have new biological markers, for example, to measu 
a person’s sugar level has reached a high point. And it is ai 
grained problem that we have in studying health outcomes, 
drug abuse treatment effectiveness is not alone. It is a prol 
with trying to assess the outcomes of other treatments as well. 

Mr. Mica. We’ve heard a couple of our witnesses testify tc 
fact that the least effective measure is a self-reporting. And 
ticularly about addicts and the GAO study also raises quesi 
about self-reporting. Dr. Lillie-Blanton, did you want to tell me 

Ms. Lillie-Blanton. I want to explain one of the differences 
Vereen is correct when he says we use self-report routinel 
measuring health outcomes. I think the difference when we’re 
ing about self-report of drug use is that we’re measuring in 
case an illegal activity. And when you’re measuring an illegal a 
ity, particularly an illegal activity that has serious consequei 
the likehood of underreporting is high. 

Now what we do know is that self-report is the least acct 
when you are asking questions about the more stigmatized di 
For example, if you’re asking information about cocaine or h« 
versus marijuana, you would find self-reports to be less accc 
for the cocaine. 

We also know that self-report is less accurate for current 
use. In many cases, our studies, evaluating treatment, have a 
for information on drug use in the previous year or past yea 
we at least are not asking for information that we know is the 1 
likely to be accurate. 

Mr. Mica. Well, we’re taking most of our data from self-re] 
ing. We’ve also heard recommendations from experts that the 
way to get data is through drug testing. That can give you 
current information. And you’ve also just testified that the 1 
likely truthfiil response is going to deal with a current situa 
a current abuse problem. So wouldn’t it make sense that w< 
quire very objective drug testing, urine analysis, hair anal 
something to see what the results are? Would that be correct? 
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Ms. Lillie-Blanton. We don’t make a recommendation in our 
report on this issue. But we have in a previous report encouraged 
greater use of more objective measures of drug use. However, we 
think that there is more testing and development of the technology 
that needs to be done before we encourage routine use of hair test- 
ing. 

Mr. Mica. So in supporting the expenditure of Federal taxpayer 
dollars in programs that we want to find out whether they’re really 
successful or not, we should have a testing component? 

Ms. Lillie-Blanton. Yes, some objective measures should be in- 
cluded. 

Mr. Mica. One of the things that concerned me, as most of the 
data that appeared that we’re using to determine how we’re spend- 
ing our money and what programs are funded, comes from this 
data which is a drug abuse treatment outcome study by the Na- 
tional Institute on Drug Abuse. And I have information. First of 
all, 56 percent of the subjects of the data study were on parole, and 
then we find that a random sample of the addicts who were urine- 
tested a year later in a random sample, up to 20 percent refused 
to take the test and a huge number who took the test failed after 
saying that they weren’t using drugs. 

So, I really become concerned about the basis of it — or the study 
basis that we’re using, the information that we’re getting and then 
the results. And again, the chart that’s been brought here — any 
program where we spent billions of taxpayer dollars and we have 
a 50-percent success rate and we’re not sure that we can even rely 
on those figures, we need to revisit. So I have some concerns. 

Finally, I don’t know about other programs that are private or 
faith-based, and yours in particular that you referred to as part of 
the Haymarket Center. But I have one in my locality, the House 
of Hope, and they run a 90-percent success rate, pretty well sub- 
stantiated and documented success rate, whereas some of my sec- 
ular programs have much lower success rate figures. What kind of 
a success rate do you attribute to your program, sir? 

Mr. SoucEK. Well, we have a study that shows that in Illinois, 
the typical success is around 40 percent of the people in any given 
program in Illinois will remain drug free after their initial treat- 
ment. With our population, we are slightly below that 40-percent 
mark in terms of recidivism. So we are doing better with our pro- 
grams, with probably the toughest population to treat in Illinois, 
because we deal with the criminal justice population, we deal with 
the population that’s the minority population, the population that 
typically comes from the housing projects. 

There is a lot of coercion that gets people into treatment, wheth- 
er it’s coercion to stay in a living environment or because of the 
criminal justice system. So our programs fare slightly better in 
terms of recovery rates than the State as a whole. 

Mr. Mica. What type of Federal funds do you receive? 

Mr. SouCEK. We receive Federal block grant dollars for our 
women and children services and pregnant women and postpartum 
women services. We receive a specialized program grant that I 
mentioned in my testimony for a 5-year study of women and chil- 
dren in long-term residential care. 

Mr. Mica. What percentage of Federal funds is used? 
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Mr. SOUCEK. Our Federal funding is probably in the area of 30 
to 35 percent of our budget. 

Mr. Mica. OK. My time is expired, I would like to come back, but 
I would like to yield now to our ranking member. 

Mr. Barrett. Thank you, Mr. Chairman. Inevitably when you 
have a report like this, the question arises as to whether we are 
using our resources effectively. And even without a report like this; 
oftentimes here in Congress a debate that occurs is where the 
money should be spent. It*s a pie; how do you divide the pie? 
Should more resources be put into incarceration, should more re- 
sources be put into treatment, should more reresources be put into 
prevention programs, should more resources be put into border pro- 
grams? 

The question I have for each of you is, do you feel as we divide 
up that pie, based on either this report or your own experiences, 
that we should be cutting the treatment dollars, either as an abso- 
lute figure or as a percentage of the pie? And I would start with 
you, Dr. Vereen. 

Dr. Vereen. Definitely not. If you look at the Cal Data study 
where California looked at its investment in treatment, for every 
dollar they invested in treatment, they saved approximately $7. 
They found a $7 return on their investment in savings and health 
care cost, prison and other criminal justice costs. That is where you 
get the bang for your buck, as I said in my earlier statement. In 
addition, we have invested large amounts of Federal dollars on the 
research side. We are just beginning to see the fruits of that re- 
search. 

We are understanding better what addiction is, so that we know 
exactly what it is we are treating; and the effects of treatment, not 
only in what is happening biologically in the brain, but what's hap- 
pening behaviorally as we are trying to help the folks recover from 
addiction to become productive contributing citizens. So in that 
sense, treatment is a very good investment, despite some of the 
amorphous findings that we need to improve better how we meas- 
ure outcomes, we need to improve better the self-reporting way we 
generate data. 

Yes, there are ways that we can — we can study this better, and 
we can certainly improve treatment. But as it stands now, we are 
getting a very good return on what we put into treatment. So in 
that sense, I would not recommend cutting any dollars there. 

Mr. Barrett. Dr. Lillie-Blanton. 

Ms. Lillie-Blanton. Well, in this report, I need to say we did 
not make recommendations on how to spend Federal dollars. 

Mr. Barrett. I understand that. 

Ms. Lillie-Blanton. But I would say that our findings would 
show that treatment is beneficial both to the individual and soci- 
ety; even with an overstatement of the benefits. This would support 
our at least continuing to maintain the level of investment that we 
have now. The only point I differ a little bit is I think we really 
have to focus on improving the quality of our information about the 
effectiveness of treatment. 

We have a responsibility as we spend Federal dollars to make 
sure that these dollars are being spent on programs that are effec- 
tive. 
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Mr. Barrett. So it’s your complaint — or is your criticism more 
of the programs or that the information coming out of the programs 
is not accurate? 

Ms. Lillie-Blanton. Until you have good information from the 
programs, you can’t really know whether we’re spending our dol- 
lars on the programs that make the most difference. 

Mr. Barrett. I understand. 

Ms. Lillie-Blanton. So the two are linked, and that’s why we’ve 
got to invest in improving the quality of the information that we 
have. I think Dr. Wish made a very convincing argument for why 
today is very different than 20, 30 years ago. 

Mr. Barrett. And in terms of the pie, as we look at the — where 
resources go — would you recommend cutting the percentage of the 
pie that goes to treatment? 

Ms. Lillie-Blanton. I really think that’s a policy issue. 

Mr. Barrett. I know. You’re a citizen, for goodness sake. 

Ms. Lillie-Blanton. As a citizen, I would say that we should in- 
vest more in treatment and less in our prisons. 

Mr. Barrett. Right. Dr. Satel. 

Dr. Satel. I would not cut any treatment money, but I would 
like to see a lot more go to the kinds of programs that the people 
in panel II are going to be talking about, the criminal justice-based 
programs; drug courts, in prison, in jail treatment. Those are 
very — those are going to be very promising because (a) they catch 
a lot of addicts. Most hard-core addicts have some contact with the 
criminal justice system, 

I also think the program of coerced abstinence that the adminis- 
tration has funded is a very wise one and should be extended to 
both probation and parole. Coerced abstinence would be a regi- 
mented series of drug testing for those individuals, with those 
graduated sanctions that I mentioned before. 

Also, I wouldn’t mind seeing some more residential programs, 
you know, the kind where people stay for 18 months to 2 years. 
When people complete those programs, they actually have a very 
high success rate, but you have to complete it. 

And my final point. I agree with what Dr. Blanton said, and also 
Dr. Wish, about the drug testing and wanting to get more accurate 
information; but you also have to, I think, realize you’ll get a dou- 
ble bang for the buck here. Not only will you get better informa- 
tion, but the drug tests themselves, assuming the clinics, you know, 
respond to the data they get — if the drug tests are positive and 
that there are consequences for being positive, you’ll get a clin- 
ical — presumably you’ll get a clinical impact as well as a, you 
know, an information-enhancing result. 

Mr. Barrett. OK. Dr. Wish. 

Mr. Wish. Thank you. I want to correct a possible misimpression 
here that the assessment of treatment outcome is so bleak. There 
are a lot of good studies that have used biological measures to as- 
sess treatment outcome. The problem is there are also a lot of large 
national studies that have not, and that is what should be changed. 
I also have to tell you that the Cal data study is one of the worst 
examples of this problem. 

They basically brought people who had been in treatment into a 
room with an interviewer, and in one interview they said OK, how 
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much — I’m exaggerating a bit— but basically how much did you use 
drugs before you went to treatment and now how much are you 
using it now? And, you know, anyone who is being interviewed by 
someone who knows they are in treatment, they want to look good, 
it’s a big social desirability. 

Mr. Barrett. Let me get back to my question. I know there’s a 
lot of problems with self-reporting. My question is specifically. Do 
you think we should be cutting that percentage of the pie that goes 
to treatment? 

Mr. Wish. Absolutely not. We are now moving toward focuses on 
the large illegal drug use problem in the adult offender population, 
but there are still people out here, every month I will hear some- 
one, a probation officer who has someone who has a drug problem 
and they can’t get them to treatment because there’s not enough 
space for them. 

In addition, in our research when we look at these adult offend- 
ers who are found to be almost walking drugstores, they’re just 
pharmacologically overrun with drugs, you ask them when they 
began their drug use. It isn’t at 20, it isn’t at 25, it’s back in the 
early teens. And we in this country miss a tremendous opportunity 
to stop the problem early by intervening with the youths who are 
coming through the criminal justice system. 

And if you look at the statistics on testing kids at different ages 
who are coming to the criminal justice system, it goes up at a 45- 
degree angle where maybe 10 percent of the kids test positive for 
drugs at age 10, by the time they’re 16 it’s maybe 30, 40, 60 per- 
cent, like the adults. 

Mr. Barrett. Dr. Satel suggested that we should be putting 
more resources into the prisons; is that correct? 

Dr. Satel. Prison-based treatment. 

Mr. Barrett. Are you further refining that, saying in the juve- 
nile justice system is where we should be doing that? 

Mr. Wish. I think we need to hit them before they get to prison, 
that’s sort of the last resource when it comes to juveniles. 'There’s 
this whole group of kids coming in who are having problems, who 
are going back to the schools; and basically, for the most part, we 
don’t assess them for drug use when they come into the system, 
and when they go back into the schools there’s no further followup. 

I would recommend that since these are the high-risk kids who 
are going to be the bigger problem of tomorrow, that we intervene 
with them when they go back to the schools, maybe do some drug 
testing, drug prevention, and prevent them from going on to becom- 
ing one of these adult drug-abusing offenders. 

Mr. Barrett. Mr. Soucek. 

Mr. Soucek, No, I do not believe that we should be reducing 
treatment, because obviously I’m a treatment provider and treat- 
ment dollars support the services that we render. 

I also would like to cite some examples. When we talk about suc- 
cess, when the chairman asked me about what is success, it de- 
pends upon how you define success. We have a prenatal program — 
and Ms. Foley is going to be talking about that tomorrow — ^that 
program was started in the early 1990’s. It was primarily for 
women who had cocaine problems, but they also abused alcohol. 
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They also got into marijuana and other things, but primarily co- 
caine. 

When we started that program, we started it with the notion 
that we would take women at any time during their pregnancy, 
which was a little bit different than other programs. They usually 
cut them off at the first 5 V 2 months of their pregnancy, they would 
not admit them after that. 

That program to date has produced, as a result of a drug-free en- 
vironment, proper medical care and proper nutrition, over 500 ba- 
bies that have been bom drug free. Just the cost effectiveness of 
that one program alone has probably saved, in the course of those 
babies’ lifetimes, maybe millions and billions of dollars to the State, 
city, and Federal level. 

We also have an alternative to the incarceration program at 
Haymarket Center, and in that program, we can measure success 
by one measure: completion of treatment. 

One of the presenters today said that there’s a 1 in 5 or 1 in 4 
completion-to-treatment rate. In that program for nonviolent, typi- 
cally DUI, driving-under-the-influence offenders, who are multiple 
serious DUI offenders, they received more than one DUI, we have 
a 99-percent completion rate. Now, this is coerced treatment, but 
we are a voluntary program, which means that the courts ordered 
them into treatment. But if they walk out, we have no ability to 
keep them there by any force other than reporting to the courts. 

Something happens to those people in treatment. During the 
course of treatment, they initially resist what we’re doing. But by 
the end of treatment, many of them thank us for what they have 
done and return back to tell other people, future participants in 
that program, of their particular experiences. 

I also just want to mention briefly, Ha 3 miarket started as a social 
setting detox center in the city of Chicago in 1975. It was a very 
controversial program. It was for skid row alcoholic males, and it 
was controversial because people thought that it would not provide 
the medical services necessary. We continued to do detoxification 
services at Haymarket and from its inception, Haymarket has been 
credited by the Chicago Police Department, by the Cook County 
Hospital, and by other mental health agencies as probably saving 
not only people’s lives, but the lives of family members who have 
been put and placed in jeopardy as a result of somebody who is 
abusing or addicted to alcohol and substance abuse. 

The detox center has been credited for the reduction in people 
coming in there with heat exhaustion. On a day like today, before 
1975, people would be literally lying on the streets and dying and 
being taken into Cook County Hospital. Now they have a place to 
put them, and it’s called Haymarket Center. 

So, in our opinion, treatment does work. Success is something 
that still needs to be defined. I don’t know that success is always 
a person just remaining drug free for the rest of their life. But cut- 
ting treatment dollars, in my opinion, would be disastrous. 

Mr. Barrett. OK. Dr. Satel, is that how you pronounce it? 

Dr. Satel. Yes. 

Mr. Barrett. You mentioned leverage, and tomorrow we’re going 
to be having a hearing on the issue of cocaine moms and the use 
of criminal justice sanctions for children in need of protective serv- 
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ices, as they do in my State. I think anybody who looks at this 
issue at first says well, of course, you want the mother to get the 
treatment. Interestingly, we hear from some providers who argue 
that what you’re doing is in effect providing disincentives for preg- 
nant women to come into the medical field. 

In the medical — I would like your comments on that. 

Dr. Satel. Yes, I would like to see their data on that. The data 
I’ve seen are from the South Carolina experience, and actually 
none of these — ^these were women who did not even keep— -did not 
have any prenatal care at all, presented for the first time to the 
emergency room in some sort of life-threatening crisis, either hem- 
orrhaging or pre-term labor. 

In fact, when they were sent out again — because they hadn’t, you 
know — they were patched up, so to speak, to finish the term of the 
pregnancy and then return to actually deliver — ^none of them kept 
their appointments with substance abuse. They were all referred to 
a treatment. Finally, they came back to have their babies, all were 
cocaine positive. 

The point is that program there was started out of desperation, 
and the population that it addresses are those who frankly aren’t 
very good at keeping their prenatal appointments to begin with. So 
I don’t know how many you would lose if you instituted this, be- 
cause of ones that it addresses, a policy like this addresses those 
who are so dysfunctional, they’re not good at keeping their appoint- 
ments to begin with. 

Also, there was concern when the South Carolina experiment — 
not an experiment, the South Carolina program was in effect — that 
the women would not return to have the babies, and that’s not 
true. They all returned. The rate of home birth in the county in 
Charleston did not increase. So there was no, you know, fugitive 
birth, so to speak. They all did return. And, actually, they all sub- 
sequently, they were — these were women who were, as you know, 
sent to — given the choice of treatment or jail, you know, the subse- 
quent population of women that this goes to. 

Mr. Barrett. Do you know if there has been any analysis of a 
change in women seeking prenatal care, other than anecdotal? 

Dr. Satel. That’s the only data I’m aware of. Do you know of 
any? 

Ms. Lillie-Blanton. No. But let me just mention, I know of one 
source that I can suggest you follow up on, and I can also follow 
up on it and get it back to you. But I do want to mention that the 
one journal article that has been published on the South Carolina 
experience did look at birth rates in the county, but it did not look 
at whether or not women actually went outside the county into sur- 
rounding areas to give birth. 

If you’re going to do a study to make an assessment of the im- 
pact of that policy, you’ve got to look beyond just the county, to see 
if women are seeking care elsewhere. I know of one study that ex- 
amined hospital policies regarding drug abusing pregnant women. 
It was dissertation research conducted at Johns Hopkins by Kath- 
erine Aculf, I can at least find out what data source was used and 
if she did any other work that would better help us know the im- 
pact on healthcare-seeking behavior. I’ll find that and get that to 
you. 
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Mr. Barrett. I would appreciate that. 

Dr. Satel. That’s a good question. 

Mr. Barrett. Thank you. Mr. Chairman. 

Mr. Barr [presiding]. Dr. Wish, if we could focus on an area that 
I’ve heard about in my district back in Georgia, and from some — 
particularly parents from other districts as well — and that is drug 
testing of students with parental consent. What would be your 
views on that? Is that something that you think would be worth- 
while looking into, that schools can in fact drug-test students with 
parental consent? 

Mr. Wish. You know, it’s interesting. I’ve seen a number of news 
articles coming across my desk, indicating that different districts 
are changing and different States are changing the laws so that 
they can do that. As you know, the Supreme Court upheld drug 
testing of high school athletes in Oregon. 

I come at it from a little different way. I think that I would not 
want to spend the money, the taxpayers’ money, to look for the rel- 
atively infrequent hard drug use problem in the school population 
until 

Mr. Barr. What would you consider a hard drug use problem? 

Mr. Wish. Cocaine, opiates don’t show up in that age group. 

Mr. Barr. Most parents, including myself, would consider any il- 
licit drug use by our children to be fairly serious. I am not sure 
why it would hinge on the subjective interpretation of a hard drug 
usage. 

Mr. Wish. I’m not saying it isn’t serious. All I’m saying is that 
the primary problem that I would want to attack first is the drug 
use among the kids who have been arrested, because they’re high 
risk. They’re, for the most part, the kids that are are going to de- 
velop into your career criminal; and their drug use, if unchecked, 
will go on to the heroin and cocaine. 

Mr. Barr. I’m just curious. I’m not necessarily disagreeing with 
you, but why wait until it’s an extremely serious, perhaps irrep- 
arable problem? And similar to the theory behind drug testing in 
the workplace or in government offices, is there not something to 
be said for having a deterrent effect? 

Mr. Wish. I think there is. There’s quite a bit of evidence to sup- 
port the deterrent effect of drug testing. And as you may know, 
parents already have the right to order — to purchase drug tests, so 
if they want to test their children, they can. 

Mr. Barr. No thanks to the FDA on that. They were threatening 
criminal prosecutions of parents who tried to do that. And thank 
goodness, they backed off on that. 

Mr. Wish. Right. I just — when I compare the immensity of the 
population in the juvenile justice population versus the student 
population where you have kids who are for the most part going 
to school and are doing OK, I would want to test in that high-risk 
population before I would spend the money. 

Mr. Barr. Would it have to be an either/or? In other words, we 
see there’s a problem certainly, as you’ve described, with students 
who use drugs, if not on a regular basis, at least more than one 
time experimentally. And we know the effect that that can have on 
other students certainly as unfortunate role models. We’re already 
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attacking that problem to some extent. Maybe there ought to be 
more done to that. 

But why would we have to take from the attack on that problem 
to institute a more comprehensive, longer term program and the 
important signal that it would send to tell students that as long 
as your parents consent, you are subject to drug testing at school, 
and so that the school administrators and teachers know that they 
have that as a stick, so to speak, and trying to keep students off 
of drugs so that they don’t fall into that category that you’re de- 
scribing? Do you really see it as an either/or? 

Mr. Wish. For the most part I’ve been talking about this for 
about 10 or 15 years and, generally, politically the question always 
goes back to the kid who is in school, when, you know, I see the 
problem as the reluctance to spend the money on the real high-risk 
population first. If that were taken care of, then I would say, OK, 
then go on and do the other, because it does tend to be an either 
or as far as I can see it. The focus is on the kids in school and not 
the juveniles. 

Mr. Barr. But you don’t have any problem with it as a concept, 
certainly? 

Mr. Wish. By principle, no, I don’t think so. But, however, one 
of the pitfalls in using drug testing is that people see it as the an- 
swer. What the drug testing does is open up the problem. So the 
question is, once you do the testing, what are you going to do with 
the kids who test positive? What is going to be put into place? Is 
it going to be a treatment response? Is it going to be a punitive re- 
sponse? 

Mr. Barr. That’s a very good point. I think we ought to keep that 
in mind in all aspects in the war against drugs. For example, the 
recent ad campaign, in my view, very, very good ads, and poten- 
tially a very worthwhile component of the war against drugs. One 
might have preferred that, you know, the administration would 
have done something before SVa years, but certainly better late 
than never. 

The value of any component really hinges on it being part of a 
comprehensive approach and there having followup. We can’t just 
expect that if we throw a couple of billion dollars at some nice ads, 
it’s going to solve the problem if we’re doing nothing else with the 
other components of the drug problem or if we’re not following up 
on that ad. I think that’s a very good point with regard to testing. 

Dr. Vereen, when do you anticipate seeing General McCaffrey 
next? 

Dr. Vereen. I will probably speak with him this afternoon. 

Mr. Barr. Do me a favor, if you would, and give him my best 
remarks and thank him on behalf of myself and, I suspect, a lot 
of other members of this panel, if not all of them — certainly I just 
speak for myself. Thank him for his recent statements with regard 
to drug legalization and sort of dispelling this myth that some drug 
legalization proponents in this country are trying to build up. 

I think his statements with regard to the Netherlands and the 
unfortunate and very tangible results of their legalization and pro- 
drug policies are not the panacea that some would have us think. 
It took a lot of courage to do that, and I compliment him for that. 
I wish you would pass that on to him. 
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Dr. Vereen. ok. 

Mr. Barr. Also, if you would, take him a message that we would 
hope and expect, certainly, that he would take a similar approach 
here in this country with regard to — there are three States in par- 
ticular, I believe, on which ballots or in which ballots or referenda 
will be on the ballots this year: Florida, Colorado, and the District 
of Columbia. And if you would, please, I would appreciate your 
views on this and how this ties into the overall problem that we’re 
talking about here; and is your office and the Director’s office firm- 
ly committed to speaking out against these drug legalization ef- 
forts, in particular in these three States; and will ONDCP be 
proactively involved in making sure that that message is heard 
across this country and particularly in those three States before 
the issues actually appear on the ballot? 

Dr. Vereen. We are committed, and our commitment is very 
clear in our strategy. If I use that as a backdrop, we are relying 
on data, on important information. In fact, you have heard from 
this panel how important good data is, and General McCaffrey was 
using and looking for data to make meaningful comparisons be- 
tween the United States and other countries. In the area of legal- 
ization, making harmful substances more accessible puts our chil- 
dren at risk. 

Mr. Barr. At greater risk. 

Dr. Vereen. It’s clear that it puts them at greater risk. It is so 
clear we have difficulty making it even more clear. That is why we 
rest our views on that data, that our children will be at greater 
risk. I do not think you can say anything more than that. 

Mr. Barr. Are you aware of what specific steps or policy state- 
ments will be made between now and the November elections, par- 
ticularly with regard to those three States in which drug legaliza- 
tion will be on the ballot? 

Dr. Vereen. Yes. At this point, we are working very hard to fig- 
ure out how to approach that issue. In some of these States, the 
issues are somewhat different and the approaches on how these 
issues got on the ballot and how they are being pitched are also 
different. I think the responses to each of the States have to be 
taken individually. So I am not aware of how the responses to each 
of those States will vary at this point. 

Mr. Barr. OK. Thank you, Dr. Vereen. 

Dr. Vereen. You are welcome. 

Mr. Barr. Mr. Barrett, did you have any additional questions for 
this panel? 

Mr. Barrett. No. 

Mr. Barr. Mr. Mica, if you would like to reassume the chair, and 
if you have additional questions? 

Mr. Mica [presiding]. Thank you. Thank you for assuming the 
chair. 

I would like to ask our panel, if I may, a couple more questions. 
First of all, today we have had the opportunity to discuss the pie, 
all of the money that drug abuse and drug misuse, illegal narcotics, 
cost this Nation. I think it’s $ 16-plus billion. We spend $3 billion- 
plus on treatment. 

I don’t think there’s anyone on this panel or anyone in the Con- 
gress that thinks we should spend less on drug treatment or any 
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other element in this effort to stem the drug problem in our Na- 
tion. 

The question whether it’s education, interdiction, enforcement or, 
today, treatment, is whether that is in fact effective and whether 
we’re getting good results for the hard-earned taxpayer dollars that 
we’re spending. I think you get a unanimous vote on doubling the 
treatment amount, or quadrupling it, if we can show hard informa- 
tion that the programs were successful. 

In today’s hearing we’ve heard in your report, which was re- 
leased in March of this year, GAO says research shows treatment 
is effective but benefits may be overstated. 

Again, from our own General Accounting Office, that much of the 
data is inconclusive, that we base some of our funding on a ques- 
tionable testing or analysis program, not using really hard drug 
testing, but self-reporting in a program that relies on — guess, 56 
percent of the subjects in the program were on parole. I’m a little 
bit concerned about that, because if we had criminals doing self-re- 
porting, I think that the amount of crime in this country would be 
dramatically reduced. And this is, as you had stated. Dr. Lillie- 
Blanton, a criminal or illegal activity in many instances, again 
using illegal narcotics. 

So that really brings me to a question of what is successful. 
Where should we be putting money? Now, it’s my understanding 
that the bulk of the Federal dollars go through HHS; is that cor- 
rect? 

Ms. Lillie-Blanton. Yes, about half. 

Mr. Mica. Yes. 

Ms. Lillie-Blanton. About half, about 56 percent. 

Mr. Mica. About half. Do we have any measure of asking from 
the agency, or requiring that any programs that are funded by the 
agency, a success percentage? Is there any measure of success, any 
way to gauge if this money is directed to programs that are in fact 
successful? Dr. Lillie-Blanton. 

Ms. Lillie-Blanton. Let me explain that of the money that’s 
gone, that is spent by HHS, most of that is block grant funds to 
the States through the substance abuse treatment prevention and 
treatment block grant. In 1981, we changed the requirements for 
reporting, allowing States to be more flexible in how they use their 
dollars. 

Mr. Mica. We’ve been loose with the requirements? 

Ms. Lillie-Blanton. There is a tension between the flexibility 
we give States and the accountability that we require of States, be- 
cause we’re allowing them to spend their dollars on programs that 
they define as meeting the needs of their communities. We are now 
being a little more prescriptive in the information we are request- 
ing of States in their block grant applications. But this is very new. 

Mr. Mica. We might look at adopting some measure of success. 
And then also we’ve heard that some hard testing should be a com- 
ponent to really determine whether or not we’re getting accurate 
results; is that correct? 

Ms. Lillie-Blanton. Yes. That certainly could be a requirement 
that the Congress could place for receipt of block grant funds. 
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Mr. Mica. Now, there are other areas that spend a lot of money. 
I think the second biggest area is the VA. Do we have any way of 
measuring success in the VA programs? 

Ms. Lillie-Blanton. Yes. And let me also explain that with the 
VA dollars, we are reporting are treatment dollars as well as funds 
for medical care. We cannot disaggregate the other kinds of med- 
ical care that persons with a substance abuse problem in the VA 
system obtain. 

Mr. Mica. Are you asking, or do we ask, the agency for some 
measure of success or how those dollars are spent? Dr. Vereen, is 
your office into this at all? 

Dr. Vereen. Yes, we are. But in the case of the VA, one of the 
problems is that it is hard to disaggregate some of those numbers. 
In the general area of treatment, we have tried to provide some 
leadership by taking the goals that we established in the strategy 
and attaching to those goals specific performance measures so we 
know how close we are to achieving the goals of getting more folks 
into treatment. 

We know that when we look at treatment models that try to en- 
gage people into treatment, keep them in treatment, and make 
sure they graduate from treatment, we are finding better ways to 
measure how that is actually done. Once we find a good way to do 
that, and some States exercise some leadership we try to take that 
information and feed it back to other States. So the U.S, Depart- 
ment of Health and Human Services is involved in assessing what 
these States are doing with their block grant funding. 

Mr. Mica. We have passed a measure in the House, and it's 
pending in the Senate, we need the drug czar's support for it, to 
require a little bit more accountability, a little bit more definite re- 
turn on the dollars invested from the VA programs. It's very impor- 
tant. 

Dr. Vereen. Yes. 

Mr. Mica. The veterans’ population has a problem in this area. 
It's very important, that we look at what programs are successful 
and support them. We need your cooperation to do this. 

There are two areas where we spend a big amount of bucks. One 
we just discussed and the other area where we have sort of a cap- 
tive audience is our prison population. We've talked about that a 
little bit today. Are most of our programs there testing based? Are 
we testing them in prison and then when they get out of prison, 
in probation programs? Do you know, Dr. Vereen? 

Dr. Vereen. Yes. A number of the studies do combine the self- 
report measures with biological measures. Urine testing is the best 
example of one that has been studied extensively. That's been the 
most studied. 

Mr. Mica. There's no requirement that a Federal prisoner, in 
particular, who has had a drug problem or offense is required to 
come back for drug testing, is there, while on probation? 

Dr. Vereen. I am not aware of any requirements per se, but the 
most successful programs certainly employ those kinds of measures 
to supplement the other information they are getting so that they 
can monitor the situation. Monitoring progress is a very important 
part not only of the program that they are in, but because they 
need to feed back that information to the individual so that they 
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can apply the requisite sanction if they have fallen off the wagon, 
so to speak. 

Mr. Mica. Well, again we have a captive audience. We heard Dr. 
Satel testify today that when you have leverage and then when you 
have strict accountability, you get results. Dr. Wish, I think is also 
familiar with a Vietnam study. Maybe you can tell us a little bit 
about that, and was that successful or what happened with that 
study? 

Mr. Wish. That was a very different population of people that 
were basically followed up. A random sample of the Army enlisted 
men who were returning to the United States in 1971 from Viet- 
nam were followed up in the early seventies, and that study 
showed very dramatic results, very different from what had ever 
been shown before in this country with regard to the costs of addic- 
tion. 

Basically, almost all of the people who had become addicted in 
Vietnam to an opiate, when they came back to the United States 
were found to remit from dependence, with or without treatment. 
It’s always been a question of why in this population was there 
such a remission from dependence, when in eveiy study that had 
been done in the United States with people coming through treat- 
ment, there was a tremendous amount of relapse. No one really 
has the total answer to that. 

It could be that the veterans learned the drug use in Vietnam 
and when they came home, they went back to their families and 
to their communities, and they weren’t used to getting drugs there 
and they didn’t have them as much available. It could also be that 
the type of person who went into Vietnam was very different from 
the type of people we’re used to seeing in the big city treatment fa- 
cilities, because as you recall, you couldn’t be dr^ed if, for in- 
stance, you were a felony offender. 

So the type of people that were going through the service at that 
time in Vietnam had — were more likely to be educated and to have 
jobs and have a different type of history than the people who we’ve 
studied traditionally in drug treatment outcome studies. So I’m not 
clear how to make the link to everything else. 

Mr. Mica. Well, just as an example, just citing it today as an- 
other example. I think Dr. Satel had also referred to the need for 
increased residential programs which would also create a new envi- 
ronmental setting. Sometimes these programs are expensive. That 
was a little bit different illustration and example. But again, some- 
times the treatment, maybe if it is more environmentally different, 
and sometimes those programs — also cost — ^may cost us more. But 
if they’re more effective, again, I think we’re looking today at 
what’s effective. There's no price tag that we can’t meet if we can 
find programs that are effective. 

This leads me to my last question. We’ve talked about prisons, 
we’ve talked about veterans, we’ve talked about money through 
HHS and other programs. My opening comments dealt with the 
problems we’re having with our young people in the dramatic rise 
of drug abuse, illegal narcotics, with our young people. 

I’m wondering if there are any programs that we’re looking at 
that we have hard evidence. We’ve heard a little bit about some 
State programs, we’ve heard about some faith-based programs. Are 
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there any really good programs coming on the horizon for our 
teens? 

I think there was also testimony, Dr. Wish, I think you said get 
them early and we eliminate a lot of problems. But we're even find- 
ing with young people that have abused, that it's very difficult to 
find successful programs and to get a good rate of successful treat- 
ment. 

My final question to all of you is: Do you have any ideas of how 
we can best direct our Federal dollars toward our teen and youth 
problem? Dr. Vereen. 

Dr. Vereen. Yes. I should first mention that the media campaign 
we launched nationally, a couple of weeks ago, is certainly one of 
the first steps. It is important to change the attitudes of young peo- 
ple before they even get close to drugs. We know that youth atti- 
tudes against drugs are linked to their actual use and to their 
sense of how dangerous drugs are. So, if they get the information 
about how dangerous drugs are, they are less likely to use them. 
Our goal is to delay the point at which they are tempted. 

The media campaign is attached to something really important 
and that is the development or strengthening of communities 
against drugs; the development of community coalitions. All kids 
live in the context of a family and a community, and supporting 
those communities and supporting the values that go along with re- 
sisting drugs is very important. 

As far as specific interventions, you are aware of drug courts. We 
are just beginning to evaluate the effectiveness of drug courts. 
They are very important in having an effect on those folks who are 
addicted and get into trouble with the criminal justice system. 
They do have a captive audience, as you put it. The early data sug- 
gests there is an excellent return for the dollar there. 

Furthermore, juvenile drug courts are just starting to emerge. 
There are 37 at this point. The preliminary evidence suggests they 
are as successful, if not more successful, in curbing drug-taking be- 
havior and criminal behavior in that younger set. We are awaiting 
anxiously more data to support those positive results. 

Mr. Mica. Thank you. Dr. Lillie-Blanton. 

Ms. Lillie-Blanton. Let me just say, that based on our review, 
services and research for adolescents was certainly a gap in the 
portfolio. 

Mr. Mica. Services and research. 

Ms. Lillie-Blanton. Research on drug treatment services for 
adolescents 

Mr. Mica. Something for adolescents' programs, something we 
should look at. 

Ms. Lillie-Blanton. Yes, it was a gap in the portfolio of the De- 
partment of Health and Human Services. I would say that they 
have realized that and are making efforts to correct some of the im- 
balance. Some of the reason for the imbalance is that the rise in 
drug use among adolescents is a relatively new phenomenon. As 
such, it’s not a problem that really was high on the policy agenda, 
but that's something that is very much changing. 

One information source that will become available in 1999 is a 
followup study on the drug abuse treatment outcomes of about 
3,000 adolescents in 30 programs in six cities. This will provide one 
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of the first objective sources of information on what works best for 
adolescents. 

Mr. Mica. Is that also self-reporting? 

Ms. Lillie-Blanton. It probably will be self-reported data but 
DATOS has also done a subsample of study participants in which 
they verify the self-report with some objective measures. It’s con- 
ceivable that they will do that with the adolescent population as 
they did with the adult population. But I don’t know for certain. 

This will, at least, provide us beginning information about the ef- 
fectiveness of adolescent treatment on a national basis, which then 
could be used to help direct Federal dollars. It’s difficult to direct 
Federal dollars to new programs if you don’t have some sense 
about what programs work best. So this will help. 

From our review of the literature, it seems that family based 
therapy is being identified as the most promising approach. But 
even that approach has not shown itself consistently to be more ef- 
fective than some of the other approaches that are being used. 

Mr. Mica. Thank you. It would be good if we could get a little 
sampling of some hard testing data in the teen area, too. 

Ms. Lillie-Blanton. Yes, I would agree. 

Mr. Mica. We don’t have a captive population, but we have a 
population. I think we could look at some measure of tests, drug 
tests that are done, and see what the results are and compare 
them to the self-reporting. 

Dr. Vereen, just one thing on the ad program. I’ve supported 
that. I had a different measure before Congress, which was to in- 
crease the declining public service requirements — since the public 
owns the airwaves, and every year there are fewer and fewer PSA’s 
on television — that we increase that requirement. I hope we will 
work on that, so it’s just not taxpayers buying more TV money. 

The other thing, too, that I hope you’ll look at is the issue of 
using the media. If you talk to any political consultant or anyone 
that sells soap or dog food, they will tell you you need saturation 
to be effective, and you’re talking, 2-, 3,000 television rating points. 
You’re also talking about targeting audiences, young people and 
others. 

Some of what I’ve seen so far is nice, but I’m not so sure it is 
effective. But I hope we’re going to see some test areas where it’s 
targeted, where it’s saturation, where we also are measuring the 
results. I have seen some of the ads in the newspapers. They are 
great, but I don’t see too many teens reading the Washington 
Times or the Post or some of these other publications. Those are 
some of our target groups. Just those comments. 

Dr. Satel, an 3 rthing in the teen area? 

Dr. Satel. Just two things. One is to emphasize the promise of 
the juvenile drug courts. And the other is also a call for, again, res- 
idential treatment, because what that focuses on — for adolescents 
as well — basically focuses on socialization. That’s extremely impor- 
tant, but it’s intensive. So that can be a very useful intervention 
as well. 

Mr. Mica. Thank you. Dr. Wish. 

Mr. Wish. If I may well deviate for 1 second, urine drug testing 
is so inexpensive, it’s $10 to $20 to test for most of the drugs we’re 
talking about. When you compare, to do one of these large studies 
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with an interview, it may cost anywhere from $300 up. And it’s a 
very small amount. And it’s veiy hard for me to understand why 
urine specimens are collected at ^1 of these researches. 

Mr. Mica. Government can usually find the more expensive way 
to do it. 

Mr. Wish. Now, the second point is, I know weVe all heard that 
advertisement “Pay now or pay later.” I think that in terms of the 
way we approach the criminal justice system and drug use, we’re 
more likely to pay later, and we don’t want to pay now. I would 
recommend universal drug testing of juvenile detainees at admis- 
sion and post-release, coupled with programs of intervention and 
prevention and treatment. 

Mr. Mica. Thank you. Dr. Soucek. 

Mr. Soucek. We at Haymarket do not do adolescent treatment. 
I had been involved with a program that did do adolescent treat- 
ment and it’s a very difficult issue to address. We do believe that 
treatment does work; that, in fact, people coming into treatment 
may relapse, may deny their usage. But we also believe that seeds 
are planted. And there are literally in this country millions of peo- 
ple recovering that have many, many years of recovering sobriety, 
and cling to treatment programs and self-help groups, that I think 
are not being studied and not being questioned about, you know, 
how long they’ve been sober and clean and how productive they’ve 
become in terms of citizens of this country. 

Mr. Soucek. As it relates to adolescents, I would like to mention 
that the problem that I saw when I was doing interventions with 
adolescents and their families was that many of the adolescents got 
some of their best highs right out of the home itself, from the medi- 
cine cabinet, from the liquor department. 

In our society, we put limitations on alcohol purchases by adoles- 
cents, and yet, I don’t know if this panel is aware of it, but the new 
hand washes that are on the market today contain about 90 per- 
cent ethyl alcohol, which is the kind you drink. Now a kid can walk 
into any drugstore, purchase a small bottle of that, mix it with 
some soda or something--or they are even flavored, as a matter of 
fact, there are some peppermint-smelling kinds of things — and can 
get a buzz that you would not believe. We are talking about 
160-, 180-proof alcohol being mixed in there. And my experience 
with adolescents, when I was doing it back in the mid-eighties, was 
that kids knew this, they knew this about Nyquil, they knew this 
about cough syrups that were on the market, and would come in 
not only under the influence of marijuana, cocaine, but a lot of 
them would come in under the influence of prescription drugs, 
right out of mom and dad’s medicine cabinets or from purchases 
they made at the drugstores of common cough syrups. 

Mr. Mica. Well, I want to thank each of our panelists today for 
their testimony, for their participation, and for their willingness to 
help us find solutions to very difficult problems facing our country, 
and particularly, as we ended on the note of our young people. 

We will have additional questions from other panelists and from 
myself and we will leave, without objection, the record open for an 
additional 10 days, so I will dismiss you at this time and thank you 
for your participation. 
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I would like to call our second panel today. Our second panel 
today starts with Mr. Bryan Hill, who is the president of the Amer- 
ican Jail Association and warden of the Monroe County Pennsyl- 
vania Correctional Facility; Mr. Arthur Pratt is president of Life 
Effectiveness Training; Dr. Douglas Lipton is a senior research fel- 
low with the National Development and Research Institute; and 
Dr. Faye Taxman is an associate research professor at the Univer- 
sity of Maryland. I would like to welcome our second panelists 
members today. 

As I informed our first panel, this is an investigative oversight 
subcommittee of the U.S. House of Representatives, and in that re- 
gard, we do swear in all of our witnesses, so if I could ask for you 
to stand, if you would, and raise your right hands. 

[Witnesses sworn.] 

Mr. Mica. The witnesses answered in the affirmative, and, again, 
I am pleased that we have your participation in this important sub- 
ject of trying to find out what drug treatment programs are effec- 
tive, trying to determine how we should best spend our Federal tax 
dollars, and where the emphasis of this Congress should be in sup- 
porting successful treatment programs. 

Again, I mentioned to our other panelists that we will put 
lengthy statements in the record if you so desire, additional mate- 
rial upon request, but we ask you to try to limit your oral com- 
ments to the panel to 5 minutes. We will also reserve questions 
until all panelists have testified. 

With that, again, I would like to welcome Mr. Bryan Hill, presi- 
dent of the American Jail Association, and he is also a warden at 
Monroe County Pennsylvania Correctional Facility. Welcome, Mr. 
Hill. You are recognized, sir. 

STATEMENTS OF BRYAN HILL, PRESIDENT, AMERICAN JAIL 
ASSOCIATION, WARDEN, MONROE COUNTY CORRECTIONAL 
FACILITY; ARTHUR PRATT, PRESIDENT, LIFE EFFECTIVE- 
NESS TRAINING; DOUGLAS LIPTON, PH.D., SENIOR RE- 
SEARCH FELLOW, NATIONAL DEVELOPMENT & RESEARCH 
INSTITUTE; AND FAYE TAXMAN, PH.D., ASSOCIATE RE- 
SEARCH PROFESSOR, UNIVERSITY OF MARYLAND 

Mr. Hill. Good afternoon. Thank you for the opportunity to tes- 
tify. My testimony is a brief of my written testimony, and I ask 
that it be made a part of the record. 

Mr. Mica. Without objection, and, also, all other additional state- 
ments of this panel will be made part of the record. 

Mr. Hill. Tnank you. The American Jail Association’s main mis- 
sion is to support the professionals who work in and operate Amer- 
ica’s jails. Jails are considered by many as not being fundamentally 
different from prisons. However, jails are characteristically set 
apart from prisons by their differences. 

For instance, most jail professionals recognize that average daily 
population is not a true indicator of the length of time an average 
inmate spends in jail. The reality of jail population dynamics are 
such that a majority of inmates are released within a very short 
period of time, most of whom make bail or are released on their 
own recognizance. A still very large number of inmates remaining 
in custody will do so for weeks, months and even years. The use 
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of averages works well for prison populations, but are irrelevant in 
jail decisionmaking. Unfortunately, many in jail programmatic op- 
portunities including substance abuse treatment are dismissed be- 
cause of the reliance by the decisionmakers on using average 
length of stay as an indicator of the number of inmates who might 
be amenable to drug treatment in a jail setting. 

Jails, for the most part, house inmates who are pretrial or serv- 
ing sentences of less than 1 year. We however are finding, in addi- 
tion to their less than 1-year inmates, jails are beginning to take 
on the responsibilities that traditionally had been left to prisons. 

Jails offer an opportunity to address substance abuse upstream 
of the problem — an inmate who is incarcerated in prison, has been 
on the merry-go-round of continuously reoffending, being rearrested 
and being reincarcerated over and over again. 

The question could be posed, where can we have the greatest ef- 
fect: at the prison level, where an offender, now a felon, has most 
likely been in and out of jail a dozen or two times and has become 
part of the criminal culture; or at the jail level, when a first-time 
nonviolent offender hears the doors of the jail slam behind him for 
the first time? 

Jails offer a unique opportunity for community linkage. This not 
only includes a continuation of treatment upon release, but the 
ability to partner with local agencies for the provision of education, 
treatment, vocation, industries, job and life skills — before, during, 
and after a period of incarceration. 

The experiences of many jurisdictions throughout the country 
have resulted in a great deal of practical knowledge and proved 
some previously held assumptions with regard to drug treatment 
in jails. We now know that drug treatment is an effective vehicle 
for helping to prevent offenders from returning to chronic patterns 
of substance abuse and crime. We know that drug treatment does 
work if it is implemented properly. We know that in addition to the 
necessity of substance abuse treatment programs and jails, that a 
continuum of care in the community is essential. We know that the 
jail setting offers an opportunity for abstinence. We know that ab- 
stinence ^ords the inmates an opportunity to begin not only ad- 
dressing their substance abuse problem, but their own physical, 
emotional, and spiritual deficits which they may be experiencing. 

We know that communities benefit because treatment offers an 
opportunity to intervene in the inmate^s cycle of dependency by 
providing detoxification, medical and psychological stabilization 
and so forth. 

We know that success is accomplished through a commitment to 
follow participants for a reasonable period of time after the pro- 
gram participation has been completed. 

Also important to a successful drug treatment program is ensur- 
ing that there is no availability of drugs in the correctional facility. 
In order to do this, a policy of zero tolerance must be adopted. We 
know that the more successful zero tolerance programs include 
drug testing that generally subjects inmates to frequent, random, 
and targeted drug testing. 

Inmates who test positive for drugs must receive swift, fair, and 
appropriate sanctions. This demonstrates to the inmates involved 
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and others in the jail that the facility is serious in its efforts to be 
drug free. 

Thank you for this opportunity to provide input to this sub- 
committee. We are missing the opportunity of a lifetime to make 
a positive impact on crime rates, arrest rates, and incarceration 
rates by ignoring the power of grass-roots community abilities and 
addressing the Nation’s drug and alcohol problems. 

We simply cannot wait until an offender has been accustomed to 
the criminal justice system and, in fact, has become part of that 
culture. Jails with the proper resources and in the hands of jail 
professionals and community agencies represent our best chance at 
tackling the substance abuse problem upstream. Thank you. 

[The prepared statement of Mr. Hill follows:] 



141 


PREPARED STATEMENT FOR SUBCOMMITTEE ON NATIONAL SECURITY, 
INTERNATIONAL AFFAIRS, AND CRIMINAL JUSTICE 

DRUG^ TREATMENT, DRUG TESTING, AND THE CRIMINAL JUSTICE SYSTEM 
BY BRYAN L. HILL, CJM 

Good Morning, My name is Bryan Hill, President of the American 
Jail Association and Warden of the Monroe County Correctional 
Facility in Stroudsburg, Pennsylvania. I come here today on behalf 
of the over 3,300 jails in America. 

The American Jail Association's main mission is to support the 
professionals who work in and operate America's jails. The jail 
profession is a specialty within the broad scope of corrections. 

Most often, jails are considered as being not fundamentally 
different from prisons. But, jails, or local detention and 
correctional facilities, are characteristically set apart from 
prisons by their differences. Despite this fact, jail statistics 
are often interpreted as if they were prisons. Michael O'Toole, now 
the retired Chief of the National Institute of Corrections Jail 
Division, famous for his statement that "jails and prisons are 
similar in unimportant ways, " illustrated many of those differences 
in an article written for American Jails magazine in 1997. He 
pointed out in a Bureau of Justice Statistics (BJS) Bulletin, that 
the average daily prison population (ADP) was about one million. 
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The total prison admissions for that year were about five hundred 
thousand. The ADP of the nation's jails was about five hundred 
thousand. But, in that year, it was estimated that there were 
between 10 and 13 million admissions to jails. It takes about two 
years to turn over the prison population, while the jail population 
turns over 20 to 25 times each year. 

Perhaps the most misunderstood statistic is that of average 
length of stay. The average length of stay is calculated by 
dividing the total bed days per year by the total admissions per 
year which assumes to indicate the average length of stay. Most 
jail professionals recognize that this is not a true indicator of 
the length of time the average inmate spends in jail. 

The reality of jail popu 1 at i on dynamic s are such that a 
majority of inmates are released within a very short period of 
time, most of whom make bail or are released on their own 
recognizance. The still very large number of inmates remaining in 
custody, will do so for weeks, months, even years. The use of 
averages work well for prison populations, but are irrelevant to 
jail decision-making. 

Unfortunately, many in- jail programmatic opportunities, 
including substance abuse treatment, are dismissed because of the 
reliance by decision-makers on using the average length of stay as 
an indicator of the number of inmates who might be amenable to drug 
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treatment in the jail setting. The conventional wisdom is that 
prisons hold persons convicted of a felony and sentenced to more 
than one year. Jails, for the most part, house inmates who are 
pretrial or serving sentences of less than one year. We are, 
however, finding that in addition to their less-than-a-year 
inmates, jails are beginning to take on the responsibilities that 
traditionally have been left to prisons. For example, jails in 
Pennsylvania can house sentenced prisoners for up to a day less 
than five years. Kentucky jails recently signed an agreement with 
the Kentucky State Department of Corrections to house Class D 
felons. It is not unheard of that many of the larger metropolitan 
jails such as Los Angeles County, CA, Cook County, Chicago, IL, and 
New York City, NY, can house pretrial detainees for literally 
years. Many jails are housing convicted felons that belong to the 
state because of crowding at the state prisons. Simply put, there 
are a great number of inmates who spend sufficient time in jails to 
benefit from substance abuse treatment programming. 

Jails offer an exceptional opportunity for successful drug 
treatment. Jails are located within the community. The people that 
work in jails are community members and the majority of inmates 
incarcerated in them are also members of that same community. Jails 
offer a better opportunity for a continuum of care when they are 
released back into their respective communities. Those incarcerated 
in our jails and prisons today, especially in our jails, will be 
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returned to our communities. We have a choice to have them return 
in the same, better, or worse condition than when they first 
entered. 

Jails offer an opportunity to address substance abuse "up 
stream" of the problem. An inmate who is incarcerated in a prison 
has most likely been on the merry-go-round of continuously re- 
offending, being re-arrested, and being re- incarcerated over and 
over again. To not provide resources for substance abuse treatment 
at the local jail level and to not afford jail inmates the 
opportunity to participate in a drug treatment program will ensure 
that they will receive a prison sentence. 

The question could be posed, where can we have the greatest 
affect? At the prison level where an offender, now a felon, has 
most likely been in and out of jail a dozen or two times, and has 
become a part of the criminal culture? Or, at the jail level, when 
the first-time, nonviolent offender hears the doors of the jail 
slam behind him for the first time? 

Jails offer a unique opportunity for community linkage. This 
not only includes a continuation of drug treatment upon release, 
but the ability to partner with local agencies for the provision of 
education, treatment, vocation, industries, job/life skills, etc. 
before, during, and after a period of incarceration. Communities 
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and offenders would be better served by not only addressing an 
offender's substance abuse problems, but also the rest of his or 
her issues . 

Estimates have suggested that as many as 60 percent of inmates 
used drugs on a regular basis prior to their incarceration. 
Recognizing that this problem must be addressed and that the local 
jail is a good place to start, the American Jail Association 
obtained a grant to fund model jail -based drug treatment programs. 
This grant was awarded by the U.S. Department of Justice, Bureau of 
Justice Assistance to conduct this project titled, "Drug Treatment 
in the Jail Setting: A National Demonstration Program." 

Under this grant, monies were awarded to Hillsborough County, 
Tampa, Florida; Pima County, Tucson, Arizona; and Cook County, 
Chicago, Illinois to establish model drug treatment programs in 
their jails. 

The experience of these jurisdictions, and others throughout 
the country, have resulted in a great deal of practical knowledge 
and proved some previously held assumptions with regard to drug 
treatment in jails. We now know that drug treatment is an 
effective vehicle for helping to prevent offenders from returning 
to chronic patterns of substance abuse and crime. We know that 
drug treatment does work if it is implemented properly. We know 
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that in addition to the necessity of substance abuse treatment 
programs in jails, a continuum of care in the community is 
essential . 

We found that, among jail inmates, fewer than one third of 
those referred for treatment have received treatment in the 
community in the past. The majority of the group is indigent or 
without private insurance to cover the cost of treatment . We know 
that they face serious environmental risk factors upon their 
release from jail, such as a lack of employment and employability, 
a lack of education, housing and transportation problems, 
insufficient basic life skills, estrangement from family members, 
and the exposure to the same people and environment which help fuel 
the reintroduction of illicit substances in their post- 
incarceration lives. We know that substance abuse treatment in 
jails offers the best opportunity to reduce the high rate of 
recidivism and to slow the revolving door cycle through the 
criminal justice system. We know that the absence of in-jail 
treatment programs and linkages to community treatment agencies 
following release from jail, means that the vast majority of 
serious substance abusers will return to the streets without 
gaining the skills necessary to prevent a return to substance abuse 
and criminality. 

We know that the jail setting offers an opportunity for 
abstinence. We know that abstinence affords inmates the 
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opportunity to begin not only addressing their substance abuse 
problems, but their other physical, emotional, and spiritual 
deficits which they may be experiencing. We know that the 
successful reintegration of offenders into main stream society 
depends on a holistic approach. We know that an opportune time for 
intervention in the substance abuser's lifestyle can occur within 
the jail. A jail is the first stop in the criminal justice system 
for a community's more serious substance abusers. The jail offers 
a controlled environment, where medical and psychological 
stabilization occurs and life's basics are provided. We know that 
inmates have time to focus on treatment issues and that inmates are 
more amendable to treatment, even though it may only be due to 
their belief that it may make a more favorable impression on the 
court or other authorities. 

We now know that successful drug treatment programs require a 
continuum of treatment in the community following release. This 
community linkage includes case management re-entry treatment 
planning services with appropriate community treatment providers, 
prior to release. We know that inmates benefit from in- jail 
programs, because it affords them the opportunity to make a 
difference in their own lives and that of their families. At the 
same time, we also know that in- jail programs benefit the jails 
themselves, by reducing inmate idleness which makes for a more 
secure and safer institutional environment. We know that 
communities benefit, because treatment offers an opportunity to 
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intervene in the inmate's cycle of dependency by providing 
detoxification, medical and psychological stabilization, etc. It 
allows inmates to consider new clean, sober, and crime-free goals. 
The community further benefits by reducing the rate of recidivism 
following release into community treatment. Finally, those who do 
recidivate show a tendency towards longer noncriminal periods and 
less severe offenses, rather than the expected pattern of 
escalating severity . 

This last point is especially important in determining what 
success is. In other words, what defines a successful treatment 
program? I think that most would agree that programs which result 
in persons becoming substance- and crime -free, as well as becoming 
contributors to society as opposed to takers, would consider this 
the ultimate success. However, most ultimate successes are 
achieved one little success at a time. In striving for the end, 
the means must be deemed invaluable to the equation and thus, 
successes in and of themselves. Many substance abusers who go 
through treatment will relapse -- This does not mean that the 
treatment program did not succeed. If jail days have been reduced 
or if criminality has been even temporarily avoided, we have 
achieved some measure of success. 

In considering the issue of success, there must be a vehicle 
in place to help determine what is, and is not, being achieved. It 
doesn't matter how great or inadequate a program is if no one knows 
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whether or not the program is succeeding or failing. Another 
indispensable component to any program is the objective, unbiased, 
collection and analysis of empirical data that will serve to 
validate success and/or failure. I would add that this can only be 
accomplished through a commitment to follow participants for a 
reasonable period of time after their program participation has 
been completed. 

Also important to a successful drug treatment program is 
ensuring that there is no availability of drugs in the correctional 
facility. In order to do this, a policy, similar to the military's 
zero tolerance policy, must be adopted. The more successful zero 
tolerance programs include drug testing. Generally, inmates in 
jails that practice zero tolerance are siibject to frequent, random, 
and targeted drug testing; frequently enough that inmates have an 
expectation of consistency in the application of drug tests. They 
are done randomly to ensure that there is no real or perceived 
predictability in the pattern of drug testing. Finally, inmates who 
are suspected of drug use are targeted for drug testing. Properly 
trained professional correctional personnel are taught to observe 
inmate behaviors in order to point out those who should be targeted 
for drug testing. 

Inmates who test positive for drugs must receive swift, fair, 
and appropriate sanctioning. This demonstrates to the inmates 
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involved, and others in the jail, that the facility is serious in 
its efforts to be drug free. 

Along with the drug testing program, efforts naturally must 
also center on keeping drugs and drug paraphernalia outside of the 
secure perimeter of the facility. 

Thank you for this opportunity to provide input to this 
subcommittee. We are missing the opportunity of a lifetime to make 
positive impacts on crime rates, arrest rates, and incarceration 
rates by ignoring the power of grass roots, community abilities at 
addressing the nation's drug and alcohol problem, in favor of 
waiting until an offender has become accustomed to the criminal 
justice system and in fact, has become part of that culture. Jails, 
with the proper resources and in the hands of jail professionals 
and community agencies, represent our best chance at tackling the 
substance abuse problem "up stream" . 
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Mr. Barr [presiding]. Thank you, Mr. Hill. 

Mr. Pratt, if you would please proceed to summarize your testi- 
mony, and I would remind you, again, that all the witnesses' full 
statements, whether they read them in their entirety or not, will 
be included in the record. 

Mr, Pratt. Yes. I have included with my remarks a summary of 
five studies of drug alcohol treatment programs in county jails 
throughout the country, and you have that evidence on hand. And 
my remarks have a lot to do with that because we have chosen a 
specific goal. That goal was what was the results 2 years after 
treatment of the 90-day treatment programs in county jails. I want 
to tell you about studies that give strong evidence that drug alcohol 
treatment greatly reduces recidivism in county jails. 

In 1981, a $30,000 study by Dr. Brian Vargus of our substance 
abuse program in the Marion County Jail in Indianapolis shows 47 
percent of the inmates treated did not return to jail 3 to 5 years 
after treatment. I will mention that this was not a self-reported 
program. Dr. Vargus sent out Indiana University students to call 
on these people and their families and substantiate what had hap- 
pened to them. 

A control group of the same sort of addicted inmates not treated 
showed 74 percent had returned to jail. This is a 27-percent reduc- 
tion in arrests due to treatment. In 1997, a study of the same pro- 
gram in Indianapolis showed 66 percent reduction in recidivism 2 
years after treatment. 

We have submitted to you a summary of four other studies of 90- 
day treatment programs in Portland, OR; Montgomery County, 
MD; Chicago; and Alexandria, VA, done largely by Ph.D.s com- 
paring the persons treated with control groups of not treated per- 
sons and showing an average of a 54-percent reduction in recidi- 
vism 2 years after treatment. 

Since these are repeat offenders arrested 3 to 12 times in the last 
few years, these statistics reflect a really massive reduction in ar- 
rests. For example, in Indianapolis, we treated Bill P. in 1978, he 
had already been arrested 53 times for drunkenness offenses. Since 
treatment, he has been sober and never arrested again. He has a 
good job, a wife, and two children. He could have been arrested an- 
other 53 more times without treatment. 

I will also mention, George P, who was treated in 1979. He is 
now sober for 19 years. He has been a professor at Indiana Univer- 
sity and is a Methodist minister. 

Let's consider financial savings. Of the 183 persons studied last 
year in Indianapolis, 66 percent, or 120, have not been rearrested 
since their treatment in 1995, so we saved 120 arrests in that pe- 
riod of time. At $6,000 an arrest, and that includes court costs, 90 
days confinement and probation, we saved $720,000 on arrests in 
1 year at the cost of $43,000 for our treatment program, which was 
largely done by part-time persons and volunteers. The Portland 
study showed a savings of $760,000. 

If drug alcohol treatment had been in the 2,000 major county 
jails in the country at this time, the savings and consequent reduc- 
tions in crime would have been enormous. 

Why is such treatment in county jails so effective? First, because 
of the courts mandating treatment for 90 days and following up for 
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at least a year, they have clients long enough to get them away 
from their compulsive habits and drug gangs, giving them an op- 
portunity to form new habits and make new friends. Followup must 
include random drug testing. 

Now, it’s completely true that if you ask persons what drugs they 
have been on, if you try to have interviews with persons, many of 
them are very afraid of telling you that they have been on drugs 
because they will be indicting themselves. So random drops are 
very important in really studying this. But they are even more im- 
portant in respect to the recovery of the individual because, as Dr. 
Satel had said, this is a crisis of the will in addiction, and when 
the will is reinforced by the courts who are saying, in effect, yes, 
you must have this, and you must have randorn drug testing, it re- 
inforces the person’s ability to stay sober. It is an instrument of 
treatment, not simply an instrument of study. So the funding, the 
45 million that the Government is putting into drug testing is very 
important in the success of treatment. 

Followup must include random drug testing. This pressure 
serves as a fence against drugs and alcohol, so the use of man- 
dating power is at the heart of our success in county jails. 

The private field of treatment, hospitals and clinics, frequently 
do not have the insurance funds to keep addicts in treatment 90 
days, nor the legal power to mandate drug testing after treatment, 
and therefore could hardly be anticipated to achieve the results of 
jail and prison programs. We advocate a study of comparative effec- 
tiveness of mandatory versus nonmandatory programs. 

Second, in the county jails we get them when they are young, 
often, 17 years old, and can help to redirect them to education, 
jobs, and better family relationships before they go to State pris- 
ons. I have had them at 13 years old. I have done groups with 13 
year olds. 'Their response is excellent. 

Senator Lugar’s bill, S. 1876, and Representative Burton’s bill, 
H.R. 4039, currently in the Senate and House, mandate jail-based 
substance abuse treatment for a minimum of 90 days, with 1 year 
after clear. They appropriate no new funding, but mandate 10 per- 
cent of the funding for drug alcohol treatment in State prisons to 
go to the county jails, a minimal expense to start a dynamic initia- 
tive against crime. And we find that at least half of our persons 
are involved in other kinds of crimes as well as drugs and alcohol, 
stealing, prostitution. 

It is hard to imagine the effect that starting a drug alcohol treat- 
ment has on the morale of the enforcers of the criminal justice sys- 
tem at the local level. Imagine how police feel, locking up the same 
prisoners time after time; 85 percent of the 13 million persons sent 
yearly to the county jails are recidivists on drug, alcohol offenses. 

When we established drug alcohol treatment in the Indianapolis 
jail in 1969, within a few years we also had a GED program, case 
workers, job placement, a work relief center and then a followup 
home detention program. We had taken the initiative against 
crime. 

In Monticello, IN, when I trained the sheriff’s department and 
drug alcohol treatment 

Mr. Barr. Excuse me. Mr. Pratt, if I could very respectfully urge 
you to sort of move forward fairly quickly, so we can give the other 
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panelists a chance to present their important points and then leave 
sufficient time for questions. 

Mr. Pratt. I am just about done. Thank you. 

Mr. Ernie Turner soon had Monticello’s sheriffs department 
clearing White County of marijuana. They are really waging a war 
on drugs. We must, I repeat must, ^ve the county jail sheriffs de- 
partments the power to take the initiative against drugs. 

Talk about taking the initiative to restore positive morality in 
America, we are doing it. In treatment, we role play out family con- 
flicts and encourage fathers to make the decisions to support their 
kids, boyfriends to marry their live-in girlfriends, and married cou- 
ples not to divorce. We encourage forgiveness of self and others. 
One fourth of our clients get their GED’s. We ask our clients to 
choose their own way back from addiction, whether it be AA, Nar- 
cotics Anonymous, church, rational recovery, or their own pro- 
grams. We bond easily with our clients because we really listen to 
them and are willing to admit our own faults and addictions. We 
also confront them with their faults and addictions. 

In short, we are the spearhead of sort of a spiritual movement 
that brings hope for a second chance to many young men and 
women who never had a first chance. For the sake of God and the 
common man, please support Senator Lugar and Representative 
Burton’s legislation. The American Jail Association, the National 
Council on Alcoholism and the National Association of Counties, 
who know the catastrophe of addiction, are supporting these bills 
as well. 

[The prepared statement of Mr. Pratt follows:] 
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A Suiw^ry of the Results of 

Subsiancc-AbusG XreatniGnt Programs in Five County Jails, 

Studying l?ocidivisra Two or More Years After Treatment 

Introduction. This summarizes the results of 90-day Drug/Alcohol 
Treatment Programs in Five County Jails, Indianapolis, Chicago, Montgomery 
County, rid*, Portland, Oregon and Arlington, Virginia, at least twro years 
after treatment. Studies include comparison groups of arrested persons who 
were not treated bud had similar arrest, age, sex and race with those treated. 
Chicago, Montgomery County and Portland showed an average 49% reduction in 
recidivism I Arlington, 59% j Indianapolis, 66S* The Indianapolis Program 
(with the largest cut in recidivism) saved Marion County $720,000 in reduced 
arrests at a cost of $43,000 for treatment in the year 1997 alone. These 
programs were chosen because they were documented by research and ivere of high 
quality of treatment* 

1. In 1978, Dr. Drian Vargus commenced a two-year study of clients 
treated in the Marion County Jail Program in Indianapol is . ^ Dr- Vargus 
found tliat, three to five years after treatment, 20% of the clients had 
abstained completely and 40% had sufficiently altered their abuse patterns 
so as not to have been re— arrested- He determined that, of the clients 
treated, 47% had not been re-arrested, lie measured a control group of 
offenders (who were similar in arrest charges, age, gender and race) but 
had not been treated and found tliat 74% hail been arrested. TJjc program had 
reduced recidivism by 27%. He concludtrd that tfu' )isj'clmthcraj>eut ic treatment 
provided *’}iad all the indications of being highly beneficial an«l successful." 
rjiis encouragcMi us to study substance abiiso tr«'atinent programs iii other rnmity 
jails. 

2, A resid«*nt ial drug treatment program called Impact, the IntegrattMj 
Jultipimsic Program of Assessment and Compridinnslve Treatment,*^ Iocate<l 
iu the Cook Couftty Jail in Oticago, began accepting inmates in February 

- 1 - 
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of 1991. Out of tlie 453 inmates who vwere in the program, those who left 
it within the first month were re-arrested, on average, within 99 days 
of release, compared to an average of 178 days following release for 
those inmates wiio stayed in the program at least three, but not fewer 
than five, months. A 51% reduction of recidivism was achieved. The 
rate of re-arrests decreased with the length of stay in Impact. 

Recidivism in this study was compared with three control groups 
which were constituted on the basis of how long each group had been in 
treatment. The study of this program states, "The overall recidivism 
rate was 51%; that is, apparently one half of the Impact Clients were 
re-arrested during the follow-up period. . .About 69% of those within the 
1 to 30-day group compared with 55% in the 31 to 90-day group, 41% in 
the 91 to 150-day group, and 45% in the 151 and more-day group.” The 31 
to 90-day grouji is the treatment time comparable with the time of the 
other three jail programs studied in these papers. 

3. In Maryland, a 24-month follow-up study was conducted of a jail 
treatment program funded by the Center for Substance Abuse Treatment.^ 

The study consisted of 296 offenders participating in the Jail Addiction 
Services program and a statistically matched comparison group of 232 
offenders. The jail program consisted of ten weeks of an intensive 
treatment program in the Montgomery County Detention Center. Offenders 
participated in a modified therapeutic community vjith assigned correc- 
tional officers and treatment staff from the local health department. 

The evaluation found that 38.5% of the JAS participants wore rc-arrcsted 
within 24 months compared to 40.7% of tho comparison group. As shown 
here, participation in jail treatment reduced tho probability of recidiv- 
ism by 25 per cent ami participation in Jail and community treatment iedut:<*s 
ti>o pro?)al>ility of mar rest hy 50% for average offender. 

- 2 _ 
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4, In Portland, Oregon, an evaluation of an in-jjail intervention program 
ind a comparison group^ showed that females in the program group had 44^ fewer 
subsequent arrests than their connsrison group counterparts. '‘tales in the 
program's group had 21% fewer subsequent arrests than their comparison group 
counterparts* Males in the program had 23% fewer subsequent serious felonies 
(Class A and P) arrests than their comparison group counterparts* 

This W3uld result in an estimated savings of abo'Jt $713,888 for the iail 
alone (based on an average LOS of 17 days and an average of convictions of 47 
days and a cost of $90/day for jail bed space)* 

Meanwhile, in Marion County (Indianapolis, Indiana), Community Corrections 
had added to their Substance-Ahtise Program a GED Program, Casework and a Work- 
Pelease Center. A second studj^ made two years after the PO-da^^ treatment pro- 
gram revealed that 66^ of the 1B3 clients studiM had not been rearrestcd.^ 

'"his removed 120 addicts from the prison system. Tf the average cost of arrest 
per person is $6,000, this then saved the County $720,000 in rearrest. Since 
it might be proj'ected that t?'.ese recidivist clients, already arrested 3 to 12 
times, might have an average of 5 future arrests, the savings would be much 
greater* Also, 120 tax-consuming clients night have become tax-paying citizens* 
5c A study by the Alexandria Detention Center of lOO addictive clients 
treated for 90 days in tlie years 1993 through 1996 in their Sober Living Unit 
showed 59^ not being rearrested tv/o years later against a group of inmates not 
treated, matched not in offenses but age and sc:: only. The rcarrest rate for 
those not treated was 44?J but many of these inynates vere sent to other prisons 
(v/herc thej' c'^T:ldn't have been rearrested),^ 

In 1900, the American Jail Association undertook the initiative to treat 
addiction in the j'oils, '^Iicy collaborated with rcs'^arclicrs I’eters and ^lay 
make a survey of addiction treatment in County j'ails**^ The survey 
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showed nore than 750 of the 1,700 jails had no form of treatment 

what soov<»r . 

Aftor t.l:o F'.jdoral Covi'r'iniont; * s withflrawal f-'om t roa t me t L in idu* mid 
MDVs, i.h<' 1: romcndoiis j)rossin*o of <irii<is/alrohol Ln th»^ late MO's hcoAn to 
force pvi.njns and jails to addiction trc*alno">1 t. hoinsc'l von . 

The success of six months' to a year's treatment by Therapeutic Communities 
(TC's) in the State and Federal prisons showed that drug addiction could 
be curtailed, if not cured, is a breakthrough in medicine. 

In California penal institutions, 120,000 addicted inmates were treated 
in 19'3I-92. In its CALDATA study, Chicago University's National Opinion 
Center tabulate the results of the treatment® and found that a savings to 
California of I’f billion dollars derived from the reduction of recidivism. 
Inmates who were formerly wards of the State had become tax-paying citizens* 

The Rand Corporation^ numerous studies of drug/alcohol treatment in 
penal institutions stated that, for every dollar spent for treatment, 
seven dollars would be saved by the reduction of recidivism and ancillary 
savings in costs of courts, police, jailing and probation. 

In 1094, Representative Charles Schumer , inspired by the studies of 
o 

Dr. Douglas Lipton, pushed through Congress a mandatory addiction treat- 
ment in st.Ttcs and "locals" (jails). The "Residential Treatment for 
Addictions for State Prisoners" bill authorised over S200 million for a 
five-year period. In practice, most of tiiis funding went to State penal 
institutions rather than to the County jails, through which passed, in 
1U96, some 13 million jjrisoners, of wiiom 75 to dO'.^ were estimated to have 
been arrested for drug/alcohol-related offenses. The increased use of 
alcohol, cocaine, heroin a.nd marijuana were the principal culprits, 
resulting in drug-related activities costing the Counties more tJian forty 
billion dollars. 

The- national rocidivisn rate in county jails, .Tccording to the Department 
of .'usticjr, is All thi; above- pronrams show recidivism cuts of about 

v)':. U the; .fican recitlivis.n rate i;‘. counties is 25'’., 


this 
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ho^vs a very consistent reduction of 25 % of drug/alcohol clients treated in 
county jails. V/liy 25 %? The question needs study, but X think that these 25 
percenters -.vere at least subconsciously "ready" for a more purposeful life. 

The reduction of recidivism is 55 to 7 % more successful when there is 
adequate aftercare. Examples of such aftercare are found in Cleveland and 
Tucson where Probation Departments use consistent periodic urine tests for 
up to 24 raonths of Probation. This helps to keep addicts sober long enough 
for then) to adjust to a drug-free life and to make new friends, persons unlike 
their former drinlcing and/or drug-using cronies. 

If universal substance-abuse treatment were achieved in the county jails, 
an estimated two million persons would be treated over a three-year period at 
a savings of ten million arrests, wonder that General McCaf forty. Director 
the Office of h'ational Drug Policy Control, urged that a major role be given 
to treatment in the vrar on drugs. 

The County Jails must play a central part in this treatment role, for it 
is mainly in the County Jails that the incipient alcoholics and drug addicts 
first enter the correctional system . Should wc not deal wit!i them at their 
first incarceration and thus greatly reduce the number being sent on to the 
State and Federal Pcnctcntiarics? 


- *5 - 
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Mr. Barr. Thank you, Mr. Pratt. 

Dr. Lipton. 

Mr. Lipton. Thank you for inviting me to testify about correc- 
tional treatment that works, and I am enthused about this. I hope 
you catch some of the optimism that I feel. 

Addiction treatment is obviously a critical component of the Na- 
tion’s war on drugs and the incarceration of persons who were 
found guilty of various crimes who are also chronic drug users pre- 
sents a propitious opportunity for treatment. It is propitious be- 
cause these persons would be very unlikely to seek treatment on 
their own and, without treatment, they are extremely likely to con- 
tinue their drug use in their criminal careers after release. Now we 
have, I am pleased to say, an effective series of technologies to 
treat them while they are in custody and to alter their lifestyles. 

I feel genuinely optimistic regarding our ability to effectively 
treat people who are normally deemed by conventional wisdom to 
be irredeemable or very high risk, namely the chronic heroin and 
cocaine users with extensive predatory criminal histories that we 
all fear. 

The high-rate addict offenders, such as these commit 40 to 60 
robberies a year, 70 to 100 burglaries a year, more than 4,000 drug 
transactions a year, and we have reliable evidence from — and I will 
cite the studies to you that have substantiated a consistent reduc- 
tion in recidivism after treatment, during incarceration, plus 
aftercare. This reduction has been, remarkably in the field of social 
science, very consistent across these five studies, in the range of 
about 25 percent between those treated and those in comparison 
groups. That is a difference like 75 percent success versus 50 per- 
cent success for those who have no treatment. 

This is a substantial and tangible improvement in their behavior 
and consequently for quality of life. And I could describe to you, it 
is all in my remarks, about the specific findings in these studies. 
But I want to first make it very clear that as a researcher, I have 
been involved in this process since 1963. I am a professional skep- 
tic. I was a contributor, perhaps, to the most important document, 
“The Effectiveness of Correctional Treatment,” which came out in 
1975, as the senior author of that document, which for whatever 
damnation you may throw at me, said that relatively little works. 
So I come from a standpoint of examining the data objectively and 
carefully, and here I stand, saying to you that I see successful out- 
comes. I see successful outcomes for correctional programs, which 
has been sustained over time and across projects, with groups of 
offenders who are otherwise highly likely to relapse to drugs and 
return to crime. It makes me sit up, at least, and certainly take 
notice and to report to you these results which have now been re- 
markably substantiated in study after study with differing popu- 
lations. I convey to you my conviction that prison-based treatment 
for drug offenders works. 

The studies that I have been referring to, the Stajdng Out 
Project, the Cornerstone Project in Oregon — Staying Out is in New 
York, Amity Donovan in California, the New Vision Project in 
Texas and the Key Crest Program in Delaware. Research dem- 
onstrates that these prison-based therapeutic communities that in- 
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elude aftercare programs have been markedly successful with drug- 
abusing offenders. 

I also want to share with you in this very brief period some pre- 
liminary findings from a 4-year study we have just completed. The 
study of the Correctional Drug Abuse Treatment Evaluation 
Project, or CDATE, began in 1994 with funding from the National 
Institute on Drug Abuse. It is a comprehensive, detailed review of 
the evaluation research on the effectiveness of criminal-justice- 
based intervention programs for offenders in any form of custody. 
It is a meta-analysis of all published and unpublished research 
gathered from 1968 until 1997. We pulled together over 10,000 doc- 
uments. There are 1,600 studies in this data base that I will be re- 
porting very briefly to you, and it is just 30 years since the closeout 
of those studies that we did in the first book I referred to earlier, 
‘The Effectiveness of Correctional Treatment.” 

We have sought out all credible evaluations, adult and juvenile, 
drug abusing and nondrug abusing alike, and examined them with 
the intention of informing policy and practice in the most meaning- 
ful way. Now, without going into detail about each of the program’s 
findings, let me just assure you that the results are clear, robust, 
and consistent over time. The results, for example, with untreated 
controls, with reincarceration being the outcome variable in the ex- 
periments we did in Amity and Donovan Prison in California, the 
untreated controls did about the same, 50-50; 50 percent reincar- 
cerated, 50 percent not reincarcerated. 

With the therapeutic community and aftercare, the success rate 
was 91.8 percent after 1 year following parole as of mid-1995. That 
is 91.8 percent success. And reincarceration 2 years following pa- 
role was 86 percent success for that same group, as compared to 
only 32 percent success for the controls. 

The similar percentages have been achieved in all of these, and 
please note that I said plus aftercare. One of the strategic elements 
in treatment is not just ending the treatment at the gate of the 
prison, but continuing in the community for at least 1 year, per- 
haps as much as 18 months. These individuals who have been 
through these programs, chronic heroin and cocaine users, for the 
most part, and indeed, in Donovan, about 15 percent were there for 
murder or very, very serious assault offenses, there were about 40 
percent who had some kind of violent offense. So here we have an 
approach which not only works with drug abuse but also with vio- 
lent offenders. 

Now, we are talking about an appropriate intervention used and 
applied over a sufficient duration, and with that sufficient duration 
and adequate treatment continued with aftercare, three out of four 
are going to succeed, reenter the community, and subsequently 
lead a socially acceptable life. 

Now, the study CDATE, which has been pulling together all of 
this other research, we have got 27 studies of TC’s, and there is 
a consistent — now this is with all TC’s from all over the world that 
have been researched carefully, and we have carefully looked at the 
research methods to exclude those studies which are flawed, and 
we conclude an average effect size of 17 percent for TC’s across all 
TC’s, English TC’s, German TC’s, as well as American TC’s. 
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Now, let me just contrast that with correctional boot camps. We 
have looked at 107 studies of incarceration and punishment pro^ 
grams. The overall mean effect size for those kinds of programs is 
zero. That means that you just might as well not do it. I mean, it 
has the same results as no treatment. What happens when we 
focus on boot camps? We have 24 programs that are boot camps, 
called boot camps, and the average effect size is 0.04, which is 
equivalent to a 4-percent difference between experimental group 
and control group, and the no treatment group. 

The one method which jumps out from all of our research, and 
we have looked at over 150 treatment methods, is cognitive behav- 
ioral and social learning training, training of social skills, training 
of problem solving and avoiding thinking errors, training of self- 
control, anger management, and other social learning and co^itive 
behavioral training. We have annotated 54 studies of cognitive be- 
havior of social learning programs. The average effect size is 0.13, 
which is a 13-percent difference. 

Now, let's make sure we understand there is a real difference in 
the nature of the populations that these methods have been applied 
to. The TC's I was talking about have been applied to the most se- 
rious, most difficult offenders, the predatory cocaine heroin users. 
Cognitive skills have been applied much more broadly, not only to 
drug abusers but non-drug abusers as well, and it is the most con- 
sistent type of treatment in terms of positive outcomes. Far, far 
dominant are the number of treatment programs that are far more 
consistent, and their results in terms of reducing recidivism and 
their studies are better in terms of the degree of confidence we can 
have in the outcome. So I think this can give you some clues as 
to where perhaps the best investments ought to be made of con- 
gressional dollars, of tax dollars. 

The degree to which we can be sure about this is relatively high, 
and most social scientists, as you know, don't go around talking 
about a great deal of confidence; they talk about equivocation, for 
the most part. Having been one for a long time, I can tell you that. 
But, nevertheless, the majority of the studies clearly point to posi- 
tive outcomes, which makes me feel very confident that we have 
technologies that work. Thank you very much. 

Mr. Barr. Thank you very much. Dr. Lipton. 

Dr. Taxman, if you would clean up for us and briefly summarize 
the key elements of your testimony, and then we will have ques- 
tions of the panel. Thank you. Doctor. 

Dr. Taxman. Thank you very much and thank you for giving me 
this opportunity to share with you almost 20 years of work in field 
research in the area of treatment for^criminal justice offenders, and 
more recent work I have also done in evaluating services for sub- 
stance abusers within the community context. 

What I want to do this morning is start from the basis that we 
have a body of knowledge now that suggests treatment is very ef- 
fective. As my colleagues this morning have discussed, a number 
of studies, albeit with some methodological limitations, continue to 
show that we can get great benefits to the individual and society 
from using treatment and prevention technologies. 

The thing that I guess causes questions to yourselves and others 
is this notion of how do we institutionalize the good results that 
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happen within studies; how do we make programs work better in 
the general framework of how they are delivered in our commu- 
nities, whether that be in the jail or in a prison or under super- 
vision; or for different types of populations, whether it be moms 
who are users, whether it be, you know, people who are involved 
in the criminal justice system, young adults, that is the real ques- 
tion. 

My research as of late has focused on looking at the systemic as- 
pects of how systems work and how we can put in place responsive 
systems of care. I hope that you will consider this because I think 
one of the things that we often do is assume that if we provide a 
program, we are going to solve all these problems. As you probably 
know better than myself, there are no silver bullets in many situa- 
tions in life. This is one situation with an addictive population 
where we have to begin to look at how we put in place a system, 
because one of the things with an addictive population is you have 
manipulative behavior. You have behaviors of people who do not 
want to change and often cannot see how their problems have 
caused problems for themselves and those around. 

As Dr. Vereen talked about, this is not only a problem in addic- 
tions, it is also a problem in other lifestyle decisions or disorders 
like diabetes or asthma. 

The question becomes, how do we institutionalize it? I have pro- 
vided a paper for you I did for the Office of National Drug Control 
Policy, and I have done some summary points that I hope you in- 
clude as part of the record. But I really want to summarize four 
different points because I know time is short today. 

I also want to talk about how I am drawing upon mostly the ex- 
perience with criminal justice populations, but as I have been 
working with the public health treatment community, the same 
principles can apply in other settings. In fact, I can share with you 
some pilots that are going on in Montgomery County, MD, right 
now that deal with welfare moms and mothers under child protec- 
tive orders that actually use these same four principles. 

To begin with, we must look at our treatment system. We have 
a very fragmented treatment system. Most programs exist on a 
shoestring. Most programs are episodic. The Haymarket program 
that was discussed earlier is a unique type of program in the sense 
it has multiple levels of care. In surveys that we have done in the 
public health community — we find and this is repeated in the 
DATOS studies that you are obviously aware of— the majority of 
programs are outpatient programs that are 3 to 6 months in dura- 
tion. 

What that generally means is you have someone who has an ad- 
dictive disorder, who is going to an outpatient clinic one to two 
times a week for a very short period of time, and we are asking 
people within those settings to begin to address their problems. 

The reason that residential programs are attractive, the reason 
that things called intensive outpatient programs are attractive is 
because they offer the opportunity to provide more structure and 
to help someone resocialize and relearn how to live a life without 
criminal behavior or without substance abuse. 

But that is not how the public health systems in most cities and 
jurisdictions operate. They operate in an episodic program that ba- 
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sically someone goes into in a short period of time. What we see 
and what you are concerned about, rightfully so, is the fact we 
have high dropout rates in these types of programs. They don't en- 
gage people; people don't stay with the program. 

As part of one of the projects I am involved in, which actually 
this committee provides support on, is the Washington-Baltimore 
HIDA. We have a treatment component that has put in place a 
continuum of care, and the continuum of care concept is the same 
concept Dr. Lipton talked about, this notion of keeping people in 
treatment for an extended period of time in multiple phases. It can 
work from jail to the community, it can work from prison to the 
community, it can work in the community setting for people under 
probation or child protective orders in which people are engaged in 
treatment for a longer period of time. 

What we have found in the Washington-Baltimore HIDA project 
where they instituted in 12 jurisdictions this notion of a con- 
tinuum, more offenders that have an average of nine prior re- 
arrests and five prior convictions. We have an 85-percent retention 
rate in treatment, which is remarkable because these offenders 
have had prior histories of dropouts. We also have seen a very sig- 
nificant reduction in the probability of rearrests. 

I can share with you another study we have done, that I have 
actually done in jails, and they mimic some of the studies Dr. 
Lipton talked about, about the importance of a continuum. Essen- 
tially what we found is when you have jail-based programs with 
aftercare, you can reduce the rearrest rates by almost 50 percent, 
and that is very critical as we begin — you particularly begin to 
think about, you know, the residential substance abuse block grant 
dollars which limit the funding only to prison environments and do 
not provide communities with the ability to use some of those funds 
for those offenders. 

The treatment system is an area in which more accountability is 
needed and more accountability needed in terms of forcing system 
changes. And I actually applaud efforts that everyone is under- 
taking right now to develop performance measures, because I think 
over time that can really improve the quality of services. 

Another area that I want to talk about briefly is the area of 
criminal justice leverage. You have heard a lot about leverage this 
morning. The question is — as we all talk about coerced treatment, 
but no one really knows what coerced treatment is — just because 
the criminal justice system says to someone, 'Tou should go to 
treatment" does not always mean the treatment provider is pro- 
viding the same level of coercion or understanding that leverage. 
We need to work on improving the quality of supervision for clients 
who are involved in treatment programs. 

You have heard a lot of discussions this morning about prisons 
and jails. I implore you to look at the area of probation supervision. 
Eighty percent of the offenders involved in the criminal justice sys- 
tem are on probation supervision. Thirty to eighty percent of the 
entries into jail, or prison, are from revocations from community 
supervisions. Improving the quality of supervisions for offenders in 
treatment will make a very large difference in outcomes, reductions 
in crime and reductions in drug use, and we can't forget that crit- 
ical component. 
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Related to that is the notion of sanctions. We heard from Dr. 
Satel this morning about leverage. We have interests right now 
about sanctions, and sanctions are, in my perspective, a new way 
of supervision, of enforcing rules, of making offenders accountable 
and, I might add, making the criminal justice system and public 
health system accountable. 

I could tell you stories that I have seen in my research that 
would probably raise some eyebrows about, you know, discharges 
from treatment programs — no one really knowing, information not 
being shared — therefore there can’t be an opportunity to penalize 
someone who is not fulfilling their treatment obligations. 

Sanctions are similar to the concept of behavior modifications. 
They are reinforcement of the message of accountability for the of- 
fender, as well as within other systems. Sanctions are the poten- 
tial, and we have seen this in studies in Oregon and in South Caro- 
lina, where they apply graduated sanctions to reduce revocations 
and to reduce intakes into prisons, which have tremendous costs 
and benefit to society. 

Last is this notion of drug testing. Drug testing is a very valu- 
able resource. What I am amazed at is how little funding criminal 
justice and public health treatment agencies have for drug testing. 

I’m working with the State of Maryland — most recently they 
have reported that they spent about $250,000 on drug testing, 
100,000 probationers and parolees, and that is all within their ca- 
pacity to do. Now the State has put more money into drug testing 
as they have implemented a new program called Break the Cycle, 
which is modeled after some of the break-the-cycle programs 
ONDCP and the Office of Justice programs has been sponsoring. 

The critical part of drug testing is to tie it into managing the ad- 
dicts so you reduce their criminal behavior and their substance 
abuse, and the only way that can be done is if agencies have the 
ability to drug-test clients and use that information as a way, as 
Dr. Satel talked about, of keeping their commitment to treatment. 
So the whole issue of how we fund drug testing becomes a critical 
component as we begin to think about these systems. 

As part of that, I also think there is a tremendous need to tie 
together the treatment systems and other systems in terms of shar- 
ing information and sharing data about clients that can be used to 
manage the risk of the substance abuser in the community, and I 
think that there is a need to begin to look at some of these tech- 
nologies even more so. 

In my brief time this morning, what I have tried to do is outline 
for you that this protocol of treatment testing, sanctions, and crimi- 
nal justice leverage can be part of that silver bullet, I guess, if you 
want to add, to begin to really look at institutionalizing the bene- 
fits we can get out of treatment. 

Related to that is the need to develop those performance meas- 
ures. My estimate is that, you know, what we have seen in the 
CALDATA studies and the RAND studies about the benefits of 
treatment, if we added the testing, if we added the monitoring and 
sanctions components with treatment, that we could almost triple 
the benefits we get out of the treatment dollars that are spent 
today. 
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In conclusion, I would like to thank you for this opportunity to 
share with you some very exciting work and the excitement of the 
field, actually, from what I hear of public health treatment pro- 
grams, as well as from criminal justice agencies, with the realiza- 
tion that helping people resolve some of these long-term problems 
is feasible, if given the proper resources to put some of these pieces 
in place. Thank you very much. 

[The prepared statement of Dr. Taxman follows:] 
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Getting to Results: 12 Easy Steps to Effective 
Treatment in Crime Control Strategies 

by 

Faye S. Taxman, Ph.D. 

University of Maryland, College Park 

Surveys report that the public supports the expansion of drug and correctional 
treatment services resulting in a policy quagmire. Limited funding for programs results 
in many programs operating on a “shoe string'’. Programmatic efforts are fragmented 
(i.e., episodic, sporadic, etc.), instead of part of a continuous system of care, resulting in 
many short-term results and little public satisfaction with the results. Less than 15 
percent of the offenders receive some type of drug treatment services, even though the 
general impression is that services are widely available and comprehensive. Yet, research 
smdies continue to affirm that substance abuse and correctional treatment programs 
duce crime and drug use. 

The challenges facing the criminal justice and drug treatment systems are to 
institutionalize the positive results from the piloted programs. Instead of focusing on a 
single program, the focus needs to be on developing a responsive, cost-effective system. 
The time has come to develop a responsive system of care and control instead of 
fragmented services which is outcome driven. Until the criminal justice and health 
systems develop systems of care that hold substance abusers accountable, the public is 
unlikely to feel confident in the results from these services. The policy quagmire will 
continue with low levels of support and continuous questions — while simultaneously 
realizing that that treatment and correctional programs hold future promise for controlling 
and changing behavior of those that contribute the most harm to society. The focus needs 
on strengthening the treatment and correctional systems which has the advantages of 
reducing crime and the costs of crime to society as well as improving the integrity of the 
services delivered. 
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The following discussion will borrow from three efforts to develop and put in 
place systems that are responsible for long-term behavior change among substance 
abusing offenders. 

• The Office of National Drug Control Policy (ONDCP) has been sponsoring 
the development of a seamless system of (treatment and sanction) care in 1 2 
jurisdictions as part of the Washington/Baltimore High Intensity Drug 
Trafficking Area (HIDTA) program. The Washington/Baltimore High 
Intensity Drug Trafficking Area (HIDTA) program implemented a coerced 
model of treatment featuring quality treatment services, drug testing, and 
sanctions. The result of the model are that: 1) 85 percent ol the offenders 
completed their first phase of treatment and 65 percent continued into another 
phase which increased the length of involvement in the treatment process: 
and. 2 ) 88 percent of the offenders did not have any involvement in the 
criminal justice systems (new arrests) during nine months in the community. 
The average HIDTA client had nine prior arrest and five prior convictions 
and was rearrested an average of once every nine months. Without the 
HIDTA approach it is expected that all of the offenders would have been 
rearrested. 

• The state of Maryland has expanded the seamless system concepts into a 
formal process to institutionalize coerced model of treatment for all offenders 
in publicly funded treatment programs. Mar> land's Break the Cycle program 
is designed to ensure that the treatment and criminal Justice system have the 
sufficient components of treatment, testing, supervision, and sanctions in 
reduce crime and substance abuse. Maryland has undertaken a 
comprehensive approach to formalize processes among the treatment, 
judiciary, correctional, and law enforcement agencies to prioritize efforts to 
implement systems of care that focus on long term behavior change. 

• The Residential Substance Abuse Treatment block grants are designed to 
provide comprehensive drug treatment in prison/jaii and then continue the 
efforts in the community. The block grants provide the funding to expand 
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quality programs in prison and jail. Systems are required to ensure that drug 
testing and sanctions are used to monitor compliance and reinforce the 
message of behavior change. 

All three efforts — the seamless system in W/B HIDTA, Maryland’s Break the Cycle, and 
the Residential Substance Abuse Treatment (RSAT)— are designed to put in place 
systems that control the behavior of offenders creating harm to society. Along with other 
initiatives in the Office of Justice Programs and several states, these initiatives derive 
from the growing recognition that programs by themselves will falter without supportive 
structures. An Infrastructure is needed that is founded on the principles that produce 
results of reduced criminal behavior and substance abuse. TTiese structures must ensure 
that the treatment and cnminal justice agencies act in unison to focus on change in 
behavior. 


Background of the Problem 

Over five million adults in the United States are under the control of the criminal 
justice system, either in pnson. jail, probation, or parole. These five million Americans 
account for 50 to 60 percent of the cocaine and heroin consumed in the United States. 
Addressing the demand for drugs among this population is synonymous with addressing 
the drug problem in this country' — by targeting the addiction problem of the majority of 
known consumers of drugs, we impact the marketplaces for selling drugs, the associated 
crime and \ iolence, and improve the quality of life for many communities. 

Coerced models of treatment for the offender population, although frequently 
discussed, have not been implemented within the larger domain of the criminal justice 
system. The involvement of the criminal justice system is an added bonus because 
coerced models of treatment engage offenders in behavior changing interventions and 
settings, control drug use and criminal behavior, and change drug consumption habits.. 
Since the majority of the offender population receives treaimenl services from the public 
’ ealth system, it is imponani that the criminal justice and treatment systems develop a 
comprehensive coerced model that encompasses the components of effective programs — 
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continuous treatment serv ices, drug testing, and supervision and sanctions. The coerced 
model must be reinforced by each system, instead of each system having their own goals 
and priorities. 

Issues Affecting the System of Care 


The existing treatment and criminal justice systems often operate with their own 
priorities and goals. Each system is accountable to itself instead to the other system. In 
essence this works towards the systems not being held to standards of performance that 
focus on long term change in the behavior of offenders. The CALDATA and RAND 
studies found that for each dollar spent on drug treatment saves $7 in criminal justice 
costs. Drug treatment is so cost effective that the money saved on crimes not commined 
Just while offenders are in treatment is sufficient to offset the costs of U-eatment. 

Seamless systems of care can ensure that for each dollar spent on treatment, testing, and 
motions S25 can be saved in criminal justice costs as well as untold amount of public 
health costs. The integration of the criminal justice and treatment systems into a 
systemic approach will improve public health and public safety outcomes. 

The public health and criminal justice system have been affected by the following 
issues: 

• Harm reduction has never been a primary goal of the public health substance 
abuse treatment programs. Instead the programs tend to operate on providing 
a health service when the client is ready and willing 

• Nearly one-third of the cnminal justice offenders when offered treatment in 
the community would prefer jail lime. The preference for jail is that jail is 
perceived as '‘easier time*' instead of being held accountable. 

• Many public health substance abuse treatment programs do not want the 
criminal justice client because the client is perceived as being ‘‘difficult 
client”. The first come, first serve service delivery system allows treatment 


Taxman 


Gening to Results 


4 



171 


programs to select diems they would like to serve and “avoid clients with the 
more difficult problems." 

• Retention in treatment is a major problem for all types of addiction programs. 
Nearly half of the addicts in treatment programs do not fulfill the requires of 
the program. (According to the recent Drug Abuse Treatment Outcome 
Study (DATOS) sponsored by the National Institute on Drug Abuse, criminal 
justice referrals have bener completion rates than volunteers for treatment.) 
Offenders tend to stay longer in treatment as a result of the leverage of the 
criminal Justice system. 

• Treatment programs tend to be unstructured and too short in duration for the 
needs of many addicts. Length of stay in treatment continues to improve 
outcomes. Most programs are 90 to 120 days in duration and consist of a low 
level of services ( i.e.. once a week counseling services). Longer term 
programs of nine months in duration and more intensive services over a 
longer period of time are critical to achieving better treatment results. By 
having program phases or a continuum of care (i.e., two consecutive 
treatment experiences), jurisdictions can provide comprehensive services in a 
cost effective manner. 

• Supervision and monitoring tend to be understated in terms of their value and 
importance. It is critically important that the offender be responsible for both 
treatment and superv ision program requires to ensure that long term change 
occurs. SuperMsion agencies tend to place little priority on offenders in 
treatment programs unless the person does not attend the program. Usually 
the monitoring is lax and does not reinforce the importance of behavior 
change. 

• Treatment and super\ ision retention can be enhanced by a series of structured 
responses that punish negative behavior (e.g,, non-compliance, positive 
urines, etc.) and rew ard positive behavior (e.g., completion of treatment 
phases, attendance at superv ision reporting, etc.) 
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• Drug tesiing is not widely available and test results are infrequently 
Integrated into program placement or supervision requirement decisions. 

Drug testing information should be used to drive the treatment and 
supervision decisions. 

The seamless syslem approach attacks each component of the disarray among the 
treatment and criminal justice system through a series of agreed upon protocols. ITie 
coerced model is based on treatment and criminal justice agencies functioning as a single 
agency instead of two separate units trying to ‘"coordinate” and “collaborate” among 
fragmented services and struggle over who “controls” the client. The system predefines 
the components of care from each system to develop a package of services that are 
provided by the respective agencies. This package includes drug testing, continuum of 
treatment services, and sanctions to respond to non-compliance behavior. Pilot outcomes 
suggest that system reforms are effective in developing systemic responses to offender 
’''ehavior. Early findings from the HIDTA evaluation suggest reductions in recidivism 
and drug consumption. 

Components of Care — Responsive Systems 

Most jurisdictions do not have an infrastructure in place to deliver long term 
results — the tendency is to develop single programs (e.g., boot camps, residential 
treatment, etc.) that are not oriented to a long term behavior change. A responsive system 
must recognize that the goal of treatment is to reduce harm to society, particularly crime 
and substance abuse. A responsive system must develop services that focus on long-term 
change instead of ‘"quick”, short term results. Such a system of care requires the 
treatment and criminal justice system to develop processes that consist of the following; 

• Assessment and Diagnostic Capabilities: The ability to understand the 
driving factors contributing to the offenders "’harm” to society. 

Information on the substance abuse and criminal justice characteristics of 
the person must be used to determine the nature and type of treatment as 
well as use restrictions on liberties to control the person. . 
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• Program Placement Criteria: Placement in a program should be based on 
the results of the assessment and diagnostic instruments. Program 
placement should be designed to control behavior (supervision and 
criminal justice monitoring) and to change behavior (treatment). 

■ Quality Clinical Interventions focusing on behavior change and prosocial 
value systems. Hie focus should be on interventions designed to change 
behavior. The interventions must meet certain standards including being 
sufficient in duration to affect behavior changes in offenders and using 
effective intervention strategies. The focus should be on services that 
consistent of different levels or phases including aftercare and booster 
sessions to reaffirm the treatment interventions. 

• Quality Oversight and Monitoring through supervision services. 
Supervision and monitoring services must be considered as part of the 
treatment protocol. The criminal Justice leverage involves using 
restrictions on liberties to provide external control on the behavior of the 
substance abusing offenders. Leverage is used to reinforce the importance 
of long-term behavior change. 

• Drug testing to monitor progress in treatment programs. Technology is a 
critical component of the process of monitoring progress. Drug testing 
technology provides inexpensive means to determine adherence to 
superv'ision and treatment conditions. The results must be used to 
determine program placement, transition into other levels of care, and 
amount of restrictions on the offender. 

• Sanctions to address non-compliance with treatment programs. Non- 
compliance with program conditions, both treatment and supervision, 
threatens public safety and the goals of long-term behavior change. An 
imponani component of the monitoring is to use sanctions to modify 
behavior — by placing constraints on the offenders in responding to 
infractions, the goal is to exert leverage to deter further non-compliance. 
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• Rewards to promote positive behavior . A system of sanctions must be 
coupled with a system of rewards which provides positive incentives for 
following the program rules and changing behavior. The rewards provide 
the positive encouragement to make long term behavior. 

Treatment is therefore consists of the treatment and monitoring (supervision) that employ 
both intemaJ and external control strategies to change the behavior of substance abusing 
offenders. The challenges to putting this system in place involve the criminal justice 
system (i.e., judiciary, corrections, jail, probation and parole) and the public health 
treatment system defining systemic processes. These systemic processes will overcome 
the barriers to good programs by ensuring that treatment and criminal justice systems are 
committed to ensuring that the process of behavior change (i.e. motivation, commitment, 
action, maintenance, etc.) are translated into programmatic features. 

""welve Steps to Adopting the Systems of Care Principles 

The national strategy identifies treatment as a critical component of reducing 
drugs consumption in our society. With offenders consuming half of the drugs and nearly 
half of the slots in public health drug treatment programs, the seamless system model of 
the W/B HIDTA model provides a formula for achieving this goal of reducing drug 
consumption and crime in our most affected communities. Dealing with the offender 
population requires a systemic approach that includes the following components: 

• Reducing crime needs to be the goal of the public health treatment and 
criminal justice agencies 

• Using policies focused on controlling behavior of offenders and addicts is 
critical to implementing seamless treatment and criminal justice systems 

• Functioning as a seamless team is needed to manage the risk of the addict 
offender 

• Using drug testing as a tool to manage offender behavior and measure 
progress in treatment and supervision 


Taxman 


Getting to Results 



175 


• Ensuring that offender populations served by the treatment system are “high 
risk’' offenders with large daily addiction habits. By serving this population, 
the communities will benefit from the reduced harm posed by the hard core 
addict 

• Matching services with offender needs is critical to achieve the largest 
benefits in terms of crime and drug consumption problems ; 

• Extending the length of treatment through a continuum of care will yield 
better retention rates and longer term outcomes 

• Using behavioral contracts to bind the offender, treatment system, and 
criminal justice system to expectations is critical to achieving outcomes 

• Designating special supervision agents will ensure that the leverage of the 
criminal justice system is present: 

• Addressing non-compliant behavior in a timely and responsive process 
through sanctions will ensure that the leverage of the system is used 
appropriately to achieve public safety and public health goals; 

• Using rewards for compliant behavior will reinforce the systems commitment 
to treatment as a crime control strategy 

• Focusing on quality of services is critical to achieving long term outcomes. 
The tendency to provide less services to more addicts has diluted the impact 
of treatment and created serious concerns about treatment as an effective 
crime control tools. Quality testing, treatment, and sanctions will alleviate 
this perspective and demonstrate the value of community based health and 
safety programs. 

Effective treatment services are synonymous with effective criminal justice services. 
The seamless system protocol provides a systemic process to address some of the 
inadequacies of the existing service offered by ueatmem and criminal justice agencies. It 
removes discretionary practices and institutionalizes operations to address the traditional 
Carriers to treatment for offender populations. Many scholars, policy makers, and 
practitioners highlight how critical it is to provide good treatment services to ensure that 
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public has confidence in criminal justice policies. Through the seamless system 
approach it is feasible to ensure that these policies become operational. 
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Reducing Recidivism Through A Seamiess System of Care: 
Components of Effective Treatment, Supervision, and 
Transition Services in the Community 

Over five million adults in the United States are under the control of the criminal justice 
system, either in prison, jail, probation, or parole. These five million Americans account for 50 
to 60 percent of the cocaine and heroin consumed in the United States. Addressing the demand 
for drugs among this population is synonymous with addressing the drug problem in this 
country — by targeting the addiction problem of the majority of known consumers of drugs, we 
impact the marketplaces for selling drugs, the associated crime and violence, and improve the 
quality of life for many conununities. The involvement of the crimiiud justice system is an 
added bonus because coerced models of treatment engage offenders in behavior changing 
interventions and settings, control drug use and criminal behavior, and change drug consumption 
habits. 

Coerced models of treatment for the offender population, although frequently discussed, 
have not been implemented within the larger domain of the criminal justice system. The 
tendency is to implement programs to serve smaller poptdations rather than the masses of 
offenders that need treatment interventions. Less than 1 5 percent of the offender population 
receive some type of treatment services, although the majority of the services are self-help 
groups and dnig/alcohol abuse edtication (CASA, 1998; Peters, et al., 1992). The attractiveness 
of program concepts such as boot camps, drug courts, jail and prison based treatment, day 
reporting programs, and others continues the tradition of trying to deliver treatment services to a 
small percentage of offenders. The focus on programs, tntteadofsyslemic policies and 
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practices, negates efforts to provide widespread and effective treatment services in aJi domains of 
correctional control (e.g., jail, prison, parole, and probation). It reduces even more the likelihood 
that offenders will receive services as they move through the criminal justice system. 

The vast number of studies on drug treatment over the last 20 years has clearly 
demonstrated that drug treatment is a powerful too! in the “war on drugs” in all correctional 
settings. The effectiveness is enhanced when offenders are provided treatment in jail/prison, 
balanced by continued treatment in die community (Lipton, 1995; Taxman and Spinner, 1997). 

In order to have an impact on the drug problem, drug treatment must be offered as a general 
practice instead of on an isolated basis. Research has identified the components of effective 
treatment programs that reduce drug use and criminal behavior. These research studies illustrate 
how treatment services, in conjunction with drug testing, supervision, and immediate 
consequences (sanctions), arc critical components of an effective treatment delivery system. 

This paper presents a systemic case management model of substance abuse treatment, 
testing, and sanctions for offenders implemented as part of the Washington/Baltimore High 
Intensity Drug Trafficking Area (W/B HIDTA) project sponsored by the Office of National Drug 
Control Policy (ONDCP). The focus of this effort is to reduce recidivism and drug consumption 
among hard-core users of drugs, or offenders. This paper has four purposes; 1 ) to provide an 
overview of treatment as a crime control measure; 2) to present the typical barriers to offenders 
receiving treatment; 3) to identify core components of the W/B HIDTA sexless system of care, 
particularly for transition services; and 4) to identify the core principles of successful treatment 
and transition interventions. 


Taxman, Reducing RecldMam Through Treatment 


•2 



180 


Treatment As A Crime Control Tool 


A growing body of empirical studies illustrates the impact of drug treatment services on 
offender criminal behavior and drug use. These studies continue to demonstrate that drug 
treatment is a viable tool to address the drug consumption and criminal behavior habits of 
offenders. The studies, as shown in Exhibit 1, show that offenders participating in drug 
treatment services are less likely to be rearrested or return to jail/prison than similar offenders 
who are not participating in drug treatment services. The importance of these findings is the 
consistency across treatment programs offered in the community, in prison, or in jail. As noted 
by Duffee and Carlson, “drug treatment programs are so cost effective that the money saved on 
crimes not committed just while offenders are in treatment is sufficient to offset the costs of 
treatment” (1 996:585). Drug offenders, when offered drug treatment services, have better 
outcomes. 


Exhibit 1 : 

Major Studies on Impact of Drug Treatment Programs on 

64 



Stay'n Amity Jail TeitaaTC KeyACrest 

Out with Treatment 

AfterCare and 

Aftercare 

Source: Simpson, 1997; Taxman and Spinner, 1997. 
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The good news about drug treatment is that drug offenders, when offered drug treatment 
services, have better outcomes than offenders who do not participate in the programs. Drug 
treatment services both reduce the incidence of criminal behavior and increase the overall length 
of crime-h-ee time for offenders. Exhibit 2 illustrates this impact in a study of offenders that 
participated in a jail-based treatment program that included a continuum of care. Of the 
offenders participating in the Jail drug treatment program, 38.5 percent were rearrested within 24 
months al\er release from jail compared to 48.7 percent of the comparison group. The average 
offender participating in jail and community treatment took an average of 282 days to be reairest 
compared to 201 for the comparison group, or an 81 day difference (Taxman and Spinner, 1997). 
Treatment has the added benefit of slowing the spread of AIDS, increasing employment 
opportunities, and reducing societal costs of addressing abhorrent criminal behavior and 
substance abuse. 


Exhibit 2: 

Impact of Jail Treatment, Community Treatment, and 
No Treatment on Recidivism (24 Months Follow-up) 


Group 

Predicted Probability 
of Rearrest 

Predicted Probability 
of Reairest and 
Technical 

Length of Time 
to Rearrest (days) 

Jail Treatment Only 

34.5% 

55.0% 

233 

Jail/Community Tx 

24.0% 

36.00% 

282 

No Treatment 

48.5% 

68.00% 

201 


Source: Taxman, F and D. Spinner, 1997. Jail Addiction Services (JAS) Demonstration Project in Montgomery 
County, MD. University of Maryland, College Park. 


Participation in drug treatment contributes to a significant reduction in the frequency of 
use and amount of drugs consumed. In the most recent Drug Abuse Treatment Outcome Study 
(DATOS) funded by the National Institute on Drug Abuse (NIDA), declines in drug use were 
reported for all treatment modalities. DATOS collected data on over 10,000 clients admitted to 
outpatient methadone treatment, short-term inpatient, long-term residential, and outpatient drug- 
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free programs in 1 991 - 1 993. Follow-up data was collected on 3,000 clients one year after 
treatment. As shown in Exhibit 3, weekly drug use declined significantly between the 
pretreatment stage and the follow-up stage in all treatment modalities. In methadone treatment, 
daily or weekly heroin use fell from 89 percent at pretreatment to 28 percent at follow-up; 
cocaine use fell from 42 percent at pretreatment to 22 percent at follow-up. In other treatment 
modalities, clients reported at least a SO percent reduction in weekly or daily cocaine use 
compared to the pretreatment stage (Hubbard, et al., 1989; Simpson, et al., 1997b). In the W/B 
HIDTA study of 571 offenders participating in drug treatment for at least nine months, the 
researchers found that all of the offenders tested positive prior to treatment, with an average of 1 3 
percent testing positive for drug use while in treatment (W/B HIDTA, 1997). Prior studies 
illustrate that when drug addicts are not actively using drugs, they are not engaging in criminal 
activity. In fact, Nurco and colleagues (1988) found that addicts in drug treatment were 75 
percent less likely to commit crimes than when they were using drugs. 

Exhibit 3; 

Seif Reported Drug Use Among Addk:ts Partidpaling in Treatmen t (Cocaine Use) 

80 _ 


42 

I 

Long T*rm Short Term Ouipottwit Ou^wtent 

RMktont Rotident Mottwdonw Drug Fim 

Traatmont 

Type of Treatment 

Souroa: Simpun. D.. et al.. 1997. ‘DATOS Fuit Wave FIndinat Rahaaa,' RawaareH Roundia . 

Tans ChfMan UnivMity: in«ilul« of Bohnioral RMaarch 
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Skeptics of dnig treatment cite doubts about the ovnall performance of die drug 
treatment system as evidence that treatment is not ^propriate for offenders. A general 
impression is that drug treatment does little to change the behavior of addicts. High drop-out 
rates from drug treatmoit programs sid relapse rates fi»I concerns about ii^ffective services, 
with an average of 50 percent of addicts completing their course of treatment (Simpson, et al., 
1997b). Such critics fail to recognize, however, that ofiFenders have higher completion rates than 
volunteers for treatment services. Offenders also stay in treatment longer, complete treatment 
programs, md report less drug use while in treatment programs than voluntary addicts in 
treatment (Simpson, et al., 1997; Hubbard, et al., 1989). In other words, while many use the 
overall experience of the treatment system to support the position that offenders do not deserve 
treatment, offenders benefit fri>m treatment services and society benefits from offenders 
participating in treatment by less criminal behavior. The leverage of the criminal justice system 
can be used to improve public health and public safety outcomes. 

Typical Barriars to Treatment; Added Bonuses of Providing Treatment 
for Offenders 

The intention of drug treatment into the criminal justice system has been a struggle that 
underscores differing philosophies about criminal offenders, recovery, rehabilitation, and the 
value of leverage in changing the behavior of offender/addicts. Both the treatment and the 
criminid justice systwns have struggled with allowing «Kh other to ^diieve their own 
independent goals. The conflicting priorities and practices of the criminal justice and treatment 
systems often impact offenders accessing treatment programs, being placed in appropriate 
treatment laograms, and using the leverage of the cruitinal justice system to rerain the client in 
treatment. Many mytiis about treating ofRmders exist because of tfie failure of the treatment and . 
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criminal justice systems to develop systemic approaches to address common, but not 
insurmountable, issues. Some of the issues frequently cited as barriers to treatment for offends 
are outlined below; research and good practices have generally countered these barriers. 

Treatment is perceived as an opportunity, not a punishment. While the 
criminal justice systemjias the goal of protecting society and reducing the risk from offenders, 
the public health system is primarily charged with the goal of providing services to improve 
health and social productivity. Harm reduction, in terms of criminal behavior, has never been a 
primary goal of treatment programs. It is only within recent years that the public health 
treatment system has realized that treatment can be part of the strategy to reduce the demand for 
drugs and reduce criminal behavior. While treatment is not considered punishment, the coerced 
treatment model allows treatment to be a tool of the criminal justice system to deter drug use and 
crime. A related concern is that treatment is not punishment Treatment programs are often 
portrayed as easy, minimally intrusive, and a privilege. The very nature of the treatment process 
requires addicts to change their lifestyles, behaviors, and daily habits. The treatment program 
restricts freedom by limiting the activities of the participants, limiting peer association, changing 
residence, and requiring participation in a variety of activities such as self-help groups, 
community service, etc. A recently noted trend emerging from several studies shows that 25 to 
35 percent of offenders offered some the type of correctional treatment program refused the 
program with a preference for jail time (MacKenzie and Souryal, 1994; Petersilia and Tomer, 
1993). That is, offendas prefer incarceration to participation in a treatment program because the 
jail time is **easier time'" than being held accountable for their behavior. Defense attorneys have 
commented that drug treatment programs are a risk for their ctients because feilure to comply 
with the program may result in clients serving more mcaiceration time (Taxman, 1994). 
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The criminal justice offender is often unwanted in the treatment system. 
While slightly less than 1 5 percent of the offender population is actually engaged in treatment 
services* (Drug Policy Strategy, 1996), one of the m^or stumbling blocks is that many public 
healdi agoicses do tiat to treat tl% criminal ji^ce client As discussed by Duffee and 

Carlson (1996), the attitudes and values of the treatment system often preclude prioritizing 
different populations for services. Part of this attitude derives from community agencies having 
their own perspective of die ideal client/offender, while the oth^ part derives from the criminal 
offemier beir^ pcrccii^ as a “difficult client”. Often, r^rting to die court or prol^itm agency 
is viewed as an additional burden that treatment programs do not want to handle. 

With the exception of pregnant women and HIV active addicts, the first-come, first- 
served model of tieatn^t services prevails in the public he^ sys^. Und^ d% fir^-come, 
first-served model, evayone is viewed as equally needy for care. Atklicts appearii^ at the doa 
of the treatment program are accepted based on program-specific criteria which often do not 
include societal harm (e.g., criminal behavior) posed by the client. Under this model, it is easy 
for the treatm«it im^am to fmivick service to some sub-populations ami na provide services 
to others. As noted by Schlesinger and Dorwan, the first-come first-served public health model 
allows treatment programs to select the clients they would like to serve and “avoid clients with 
the most difficult problems” ( 1993:224). Waiting lists are believed to be an afdfiict not only of 
citicm needing servkes IhH of die organizMional structure of the chug treatnrent provider system 
to pick and choose clients. There is no triage system in place to prioritize the type of addict that 
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should receive care based on societal harm, matching of client to program, or any systematic 
process. 

Volunteers are considered more motivated than offenders, yet offenders 

HAVE BETTER TREATMENT COMPLETION RATES. A common myth is that the ‘^treatment 
volunteers” are more motivated, and thus more willing, to change their behavior than addicts 
coerced into treatment. This assumption has not been substantiated. Research has shown that 
criminal justice offenders in treatment are more likely to complete their treatment than volimteers 
(Simpson, et ed., 1981 ; Hubbard, et al., 1989). Most addicts do not "volunteer” for treatment 
services without some precipitating factor (such as the employer, the family or life partner, or 
some life crisis) to prompt the addict to seek treatment. These factors drive the client to seek 
treatment, as does the legal system. The “coercive factors” may provide the driving force to 
begin treatment but they do not provide the continuing pressure for a commitment to recovery. 
Recent research on motivation of addicts in treatment has shown that the treatment process can 
contribute to engaging the addict in treatment and motivating the client to change his/her 
behavior. That is, many clients may not be motivated initially, but the treatment process itself 
provides the client with tools which lead to a desire to change behavior, as well as to continue 
with treatment (Simpson, et al., 1 997a). 

Offenders have higher completion rates from treatment programs, thanks 
TO the leverage of the criminal justice system. Both treatment and supervision 
agencies experience problems with compliance with program requirements. Findings of typical 
treatment programs indicate that at least half of the clients in treatment do not complete the 
program (Hubbard, et al., 1989). A widely reported problem with public health treatment 
programs is that dropout rates are typically high and relapse to drugs and criminality among 
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dropouts is a problem (Hubbard, et al.. 1989; Simpson, et al, 1997). Taxman and Byrne (1994) 
and Cunniff and Langan (1993) estimate that approximately 50 percent of offenders do not meet 
supervision requirements. Compliance problems create difficulties by reducing the integrity of 
the treatment and supervision programs. 

With the oversight of the criminal justice system, criminal justice agencies have the 
leverage to motivate the offender to participate in treatment and complete the treatment regime. 
Studies have found that legal coercion is an important variable for the offender to stick with the 
treatment program (Anglin and Hser, 1990; Grella, et al., 1994; CASA, 1998). Many new 
treatment initiatives for the criminal justice client feature graduated sanctions, or inunediate 
consequences for non-compliance. The Drug Court pioneered the sanctions as a tool to 
encourage completion of treatment programs. The sanctions often involve rewards for good 
performance as well as punishment for continued drug use and failure to attend treatment 
programs. Results from the District of Columbia's Drug Court found that offenders are four 
times less likely to continue to use drugs when they are sanctioned (Harrell & Cavanaugh, 1996). 

LENGTH OF STAY IN TREATMENT AND A CONTINUUM OF CARE INCREASE IMPROVED 
OUTCOMES. Length of stay in treatment has been found to be a critical variable in reducing 
recidivism and substance abuse (DeLeon, et al., 1982; Condelli and Hubbard, 1994; Hubbard, et 
al., 1989; Simpson, 1979; Simpson and Sells, 1990). Addicts are notorious for dropping out of 
treatment, especially during the early stages of a program when the addict is adjusting to a non- 
drug use lifestyle. Treatment programs have a difficult time engaging the client in treatment for 
a period sufficient to affect the behavior of the client. With high drop-out rates, it is difficult to 
achieve the desired outcomes of reduced consumption of drugs. The criminal justice 
involvement has the benefit of having an active, outside force to monitor compliance with 
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treatment programs. Encouragement and reinforcement of the importance of the treatment 
program are part of the means to continue to engage the client in behavior change. 

Managed care and cost containment efforts have led to shorter treatment programs, which 
result in reduced length of stay in treatment. A continuing trend in the field is mimimzing 
services and reducing the length of time clients arc in treatment (Etheridge, 1997). The 
implications for the future of this trend are unknown. However, researchers have supported the 
proposition that offender populations, due to the societal harm of criminal behavior, should 
participate in a minimum of one year of treatment (Lipton, 1995). It is recommended, as 
previously discussed, that treatment can be achieved by providing services in jail and/or prison 
and then continuing treatment in the community. Providing for a continuum of care is one 
systemic process to increase the length of time in treatment by having offenders participate in 
different phases of treatment. The concept of a continuum extends the length of treatment while 
adjusting the intensity of the services based on the progress of the client. Several continuum 
models have been adopted: residential, jail or prison treatment, followed by outpatient; 
intermediate care (28 day residential) with intensive outpatient and outpatient; intensive 
outpatient and outpatient; and outpatient and aftercare. The continuum of care model provides 
the client with longer stays in treatment (up to 1 2 months), while reducing the costs of delivering 
services. 

Recognizing treatment as crime control is good public policy. The coerced 
treatment model a crime control approach focused on behaviors that contribute to the criminal 
activity. By focusing efforts on offenders under supervision (e.g., probationers and parolees, in 
jail or prison), the behavior of these offenders can be monitored. Treatment is used to change the 
behavior of the offender by engaging the offender in services that address the substance abuse 
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factors that drive criminal behavior. Treatment becomes the cornerstone of the sentence by 
reinforcing the importance of behavior change for the offender. Since the offender is under the 
control of the criminal justice system, oversight measures can be used to monitor the behavior of 
the offender. Drug testing is a favored technique to determine whether the offender is using 
drugs (Visher, 1 990). Constant supervision and contacts with the addict is another mechanism to 
determine progress and then adjust treatment and criminal justice program components. 
Compliance measures (graduated sanctions) become tools to monitor the progress of the client 
and assist the offender in maintaining his/her commitment to recovery. 

Moving from an Individual Case Management Approach to Systemic 
Case Management 

Prior experience shows that providing treatment services for the criminal justice offender 
has been hampered by traditional barriers within the treatment and criminal justice systems. 
Traditionally, the criminal justice system has approached treatment as a brokered service, with 
the criminal justice system acting as a liaison by referring offenders for needed services. The 
perception of the criminal justice system has been that the treatment system has not met the 
needs of its clients (Cowles, et al., 1 995; Duffee and Carlson, 1996). To address these unmet 
needs, the favored response has been to create case managers to bridge the criminal justice and 
treatment systems (Swartz, 1994). The underlying notion was that these case managers would 
provide the function of screening and assessing clients; they would work with the criminal 
justice system and treatment system to address differing philosophies and goals. The goal was 
for the case manager to be involved in issues of treatment placement, treatment plans, and non- 
compliance. 
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Recent research on demonstration projects involving the case management approach has not 
been as promising as expected (Martin, et al., in press; Taxman, et al., 1995). In the typical setting, 
the case manager is perceived as a supplement to the treatment process (Samson, et al., 1979) with 
case management services considered ancillary. The case manager often plays a critical role in the 
screening and assessment, but has a minimal role, if any, in treatment planning and treatment 
decisions (Sullivan, Hartmann, Dillon, and Wohl, 1994). For example, the Treatment Alternatives 
to Street Crime (TASC) evaluation recently found that case management is a diverse function that 
varies widely depending on the organizational structure; some case managers provide screening and 
assessment services and others are involved in actual treatment delivery (Anglin , et al., 1996). 
Anglin and colleagues found that case managers do not necessarily remain involved in treatment 
planning once the offender entered a program. Several studies found that the role of the case 
manager was often unclear (Shwartz, et al., 1 997) and that the case manager seldom consulted with 
parole officers to establish treatment goals for the offender (Martin, Inciardi, and Isenberg, 1993). 
Inciardi and Martin (1994) also noted that case manager roles parallel desired supervisory functions 
of probation and/or parole officers, which results in minimizing the role of the parole officer to 
monitor the offender when the case manager assumes such supervisory functions. 

An overriding issue on case management is that the case manager's role is generally not 
perceived as a system function, but merely one of many actors involved with a client. The case 
manager role essentially is marginal, since each agency continues to act on its own accord. The 
client tends to have three interested parties — ^the supervision agent, the treatment provider, and the 
case manager — which creates difficulties when there are conflicting goals and expectations. Often 
this results in the client trying to resolve the conflict. In this scenario, each agency continues to 
function as if it is the only system, instead of an integrated part of a total system of care for the 
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individual client Studies have also found that individual case management practices do not 
produce system-wide changes because most case mangers cannot influence the distribution of 
resources available “within their local delivery systems” (Austin, 1993:453). 

For the past ten years, researchers have identified a number of system features that are 
critical to effectively use treatment for offender populations. Primarily evolving from the 
individual case management movement (e.g., the Treatment Alternatives to Street Crime 
(TASC)) and the experiences of Stay *n Out and other treatment initiatives for offenders, the 
following have been identified as critical components for an effective systems approach to 
treating the drug offender (Wexler, LipCon, & Johnson, 1988; Prendergast, Wellisch, and Anglin, 
1994; Taxman and Lockwood, 1996; Taxman and Spinner, 1997; Anglin and Hser, 1990): 

• Offenders must be assessed in terms of severity of drug use and propensity to 
cottunit crimes. 

• Treatment placement should be made depending on the severity of drug use 
and propensity to conunit crimes. 

• Treatment must include an intensive component, followed by less intensive 
treatment, and then aftercare. The most effective treatment process is twelve 
months of care. 

• Supervision and monitoring of the requirements are critical to improving 
treatment outcomes. 

• External controls of supervision services (e.g., face-to-ftce, curfews, 
electronic monitoring, day reporting, etc.) should be used to control the 
offender in treatment and/or supervision programs. 

• Sanctions or compliance monitoring should be used to deter clients ftom 
further drug use. 

• Drug testing is critical to monitor drug use and deter ofifenders ftom further 
involvement in drugs. 

The systemic case management approach integrates the above system features within the 
criminal justice and treatment systems as part of the ongoing proce ss es for handling offenders. 
The systemic approach focuses on resource developroent, socU action plans, policy ftMmatioii, 
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data collection, information management, program evaluation, and quality assurance (Austin, 
1993). A systemic approach integrates traditional case management functions within the roles 
and responsibilities of the appropriate treatment and criminal justice staff. A third party is not 
responsible for performing these functions; instead, the treatment and criminal Justice agencies 
function as a single agency instead of two separate units that try to “coordinate” fragmented 
services and constantly struggle over who “controls” decision-making about the client. The 
system predefines the components of care-testing, treatment, and supervisionr-that \vill be 
provided by the different agencies. 

The cornerstone of a systems approach is that services consist of a process of 
interconnected parts. Treatment (e.g., therapeutic interventions, psychosocial education, etc.) 
and criminal justice services (e.g., supervision, sanctions, community service, drug testing, 
electronic monitoring, house arrest, etc.) have specific value and meaning in the process. Rather 
than mere coordination, there is integration and synthesis in both policies and implementation. 
The systems approach lends itself to building the infrastructure to support the functions of a service 
delivery system with clearly defined policies relating to: assessment, referral, placement, tracking 
and monitoring, service planning, transitioning into the next level of care, appropriate service mix 
during all phases in the system, and discharge. 

Lessons from the W/B HIDTA Seamless System of Treatment, 
Testing, and Sanctions 

The purpose of the W/B HIDTA is to reduce the demand for drugs within the targeted 
jurisdictional area. As part of the mission, a treatment and criminal justice component assists 
with reducing the criminal behavior and the demand for drugs among hard-core substance 
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abusing offenders, who typically recycle through the criminal justice system. By developing a 
systemic case management system between the criminal justice and public health systems, each 
jurisdiction is achieving these goals and objectives by establishing policies and practices in key 
areas: target population for treatment; appropriate treatment placement; drug testing; continuum 
of care; supervision; and sanctions or consequences for negative behavior. The common W/B 
HIDTA system goals are: 

• To establish a ''seamless’' system between criminal justice and treatment agencies; 

• To provide a continuum of care for the target offender population; 

• To use drug testing to monitor performance in treatment and criminal justice 
supervision; and, 

• To develop and implement graduated sanctions policies to increase compliance with 
the conditions of treatment. 

Each jurisdiction uses these general goals to develop its seamless system. The seamless system 
is built with either a combination of jail-based treatment connected to treatment in the 
community, residential treatment with intensive outpatient, or intensive outpatient with 
outpatient care. The drug testing and sanctions with designated agents are common features in 
each jurisdictioiL 

Need for Policy Development 

Exhibit 4 illustrates the progressive development of seamless system policies in the 
twelve jurisdictions participating in the W/B HIDTA. Prior to the W/B HIDTA, very few of the 
jurisdictions had dnig testing policies, graduated sanctions, or a practice of a continuum of care 
that integrated treatment and criminal justice fimctions. As the jurisdictions participate in the 
project, more and more are adding components of the seamless system. The evolution of the 
seamless system concept is integral to changing management of the substance abusing offends 
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in the community. The more treatment and criminal justice agencies agree on the principles of 


care for the individual, the better the expected outcomes. This explains the 85 percent retention 


rate in treatment for W/B HIDTA clients compared to a 50 percent rale for non-W/B HIDTA 


clients (Taxman, 1997). The core concepts are described below. 
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Exhibit 4; 

Corrtparison of Care Systenic Pdides: 
Pre VB. Two Yeare in HCJTA 
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Drug Test Continuous Graduated Client Drug Use 

Policies Care from Sanctions and Crminality 

while in Jail to the for a Positive Affect Treatment 

Treatment Community Drug Test Placement 


Source: Taxman. F.. et al.. 1997. ‘Case Studies of HIDTA Treatment artd Criminal Justioe Implementation,' 
University of Maryland. College Park. 


In a survey of jurisdictions participating in the W/B HIDTA, the researchers found that the 
existing policies and practices of treatment and criminal justice agencies did not specify the 
components of care of each system (e.g., treatment, criminal justice agencies, etc.). The treatment 
and criminal justice systems in these twelve jurisdictions had very little infiastructure in place to 
identify the types of offenders that should be prioritized for treatment services, the responses to 
positive urinalysis results, and drop-outs from treatment. For example, in one jurisdiction, very few 
of the sentenced offenders were receiving treatment services in the community. Instead, available 
treatment slots were being consumed by pretrial offenders who tended to quit treatment shortly 
after court disposition. Few stayed in treatment for more than 60 days, with an overall 66 percent 


Taxman, Reducing Recidiviem Through Treatment 


•17 




195 


drop-out rate (W/B HIDTA, 1 997). A change in the screening and review process resulted in more 
sentenced offenders staying in treatment. This has also reduced the drop-out rates from treatment 
programs, since offenders are being closely monitored for treatment compliance. 

Another area with little formal policy is drug testing. With the exception of the District of 
Columbia's Drug Court, none of the jurisdictions had a mechanism for sharing drug testing 
information between the treatment and criminal Justice agencies. Many of the treatment programs 
refused to provide drug test results to criminal justice agencies as a matter of practice. If an 
offender is in treatment and tests positive, the treatment agency seldom informs the criminal justice 
agency until the end of the treatment program. Similarly, if clients are discharged from treatment, 
the criminal justice agency is usually informed within a three month period. These examples 
illustrate how the systemic case management approach addresses the linkage between the criminal 
justice and treatment agencies. By focusing on the typical problem areas — who gets access to 
treatment services, what should happen if the offender does not comply, and what type of 
information is useful to share among the agencies — the partnership is stronger. Failure to address 
these policy and practical issues has an impact on the public perception of the viability of treatment 
as an option for offenders. 

The treatment continuum of care was also not a typical process. In ten jurisdictions, a 
process did not exist for moving the client along the treatment continuum of care. That is, if the 
offender participated in a jail-based treatment program, the system did not transition the offender to 
treatment services in the community. The jail-based treatment programs did not provide discharge 
services that included placement in a treatment program in the community. In fact, like other jail 
projects (Swartz, et al., 1996), many of the W/B HIDTA sites did not have good selection 
procedures. Often offenders participating in the jail treatment program are sent to prison after 
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completion of the jail treatment program. The benefits from treatment will not be realized since 
these offenders are not likely to obtain treatment services in the prison systems. As part of the W/B 
HIDTA program, many jurisdictions developed selection criteria for the jail program that include 
the likelihood of the offender returning to the community, the offender having a minimum sentence 
in jail to participate in the program (which reduces early drop^iuts), and the offender being on 
probation. These criteria provide policy guidance to facilitate the continued treatment after release. 
Treatment planning for the community started as part of the jail treatment program. At several 
sites, probation/parole agents were assigned to the jail program to begin the transition to the 
community. Treatment programs in the community were selected to ensure that the offender had a 
ready placement. Policies were developed both in terms of target population and the transition 
approach to ensure that offenders participating in jail treatment were eligible for community 
treatment programs and placement followed release from jail. 

Evaluation Findings 

The question arises as to the impact of policy development on the two goals of treatment: 
retention and recidivism for clients. As part of the evaluation, the researchers have tracked over 
1 ,700 offenders that have been exposed to the seamless system concepts of a continuum of care, 
graduated sanctions, and drug testing. This is an early stage of the development of the seamless 
initiatives with most features in place for slightly over one year. Preliminary findings illustrate 
how seamless policies can improve client outcomes. 

Characteristics of Offenders in Treatment. The average W/B HIDTA client is 
33 years old and male, with 69 percent African-American and 26 percent Caucasian. The 
primary drug of choice is crack cocaine (43 percent) and heroin (28 percent). Twenty (20) 
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percent indicate that they are intravenous drug users; the majority smoke or inhale their drugs. 
Over 69 percent of the offenders reported using drugs at least daily with half of those indicating 
more than once a day use of drugs. 

TTie average W/B HIDTA offender has nine prior arrests and five prior convictions. The 
arrest history is indicative of offenders that have multiple experiences with the criminal justice 
system. For the instant offense, 23 percent of the offenders had a property crime, 1 8 percent 
were arrested on possession of drugs, 26 percent were euresi for distribution or intent to distribute 
drugs, and 10 percent had a violation of probai ion/parole. 

Retention in Treatment. One purpose of the seamless system approach is to 
improve retention in treatment programs. As previously indicated, nearly 50 percent of the 
addicts in treatment drop out of treatment (Simpson, et al., 1997b). As part of the W/B HIDTA 
treatment initiative, we found that 72 percent completed the first phase of u-eatment and 62 
percent continued treaunent in the second phase. The overall retention rate in the U-eatment 
process is 85 percent, which is based on the results for over 1700 offenders, many of whom are 
still active in the treatment process. 

Rearrest Rates During 9 Months of Supervision While in Treatment. To 
assess the impact of the process on rearrest rates, the evaluators collected rap sheets for 571 
offenders who have participated in the W/B HIDTA treatment. This includes only offenders who 
are in the community for 9 months. All program participants (e.g., including drop-outs) are 
included in the sample. Prior to participation in the seamless system, the average HDITA client 
was arrested once every 9 months. The base rate for rearrest rates for multiple offenders is 50 
percent. With the W/B HIDTA process of a continuum of care, testing, and sanctions, the 
researchers found that 12 percent of the offenders were arrested for new crimes during 9 months 
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in the community. As shown in Exhibit 5, this is significantly less than was expected given the 
history of the clients. The retention in treatment, as previous research has demonstrated, appears 
to be reducing criminal behavior. 


Exhibit 5; 

Percent of dfenders Reannested During Mne Months 
of Commirity SuperNiision 



HIDTA 

Clients 


Source; W/B HIDTA. 1997 

Twelve Principles for Effective Systems of Care Focusing on 
Transitional Policies and Treatment Retention 

The underlying functionality of the treatment and criminal justice system in any region 
will largely determine the results of individual treatment programs for offenders. Below are the 
principles of effecii ve systems of care that are designed to: 1 ) reduce recidivism, and 2) increase 
retention in treatment programs. These two goals are commingled to allow quality treatment to 
impact reductions in recidivism. Providing good quality treatment has been demonstrated to 
reduce recidivism (Anglin & Hser, 1990; Wexler, et al., 1988; Lipton, 1995; Taxman & Spinner, 
1997; Inciardi, et al., 1 996; Knight, et al., 1997; CASA, 1998). The question is: what are the 
most effective approaches to achieve reductions in recidivism? 

Recidivism Reduction should be the goal of the criminal justice and 
TREATMENT SYSTEM. Under the current arrangement, treatment and criminal justice systems 
have two differing goals, neither of which is directly focused on reducing recidivism. Having a 
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Slated goal of treatment and criminal justice supervision to reduce recidivism focuses 
interventions on this goal. The emphasis on recidivism reduction brings the systems into 
alignment, requires each to rethink operations and priorities for the agencies individually and 
operating jointly, and reallocates resources. By examining the current distribution of resources, 
the efforts are on how best to deliver effective services (instead of any services) to achieve the 
goal of reducing recidivism. 

Treatment and Criminal Jlstice System Features Must Be Policy Driven. 
The seamless system features — integrated screening, placement, testing, monitonng, and 
sanctions — do not typically exist. The recognition that these policies are critical to effective 
service delivery require systems to develop supporting policies, as described below. 

A policy-driven forum is needed to develop and implement targeted policies and 
practices. Various players of the system, including administrators of the treatment/health, 
probation and parole, jail, law enforcement officials, judges, court administrators, and other 
criminal justice or social agencies, must work together as a policy team. Often the inclusion of 
representatives of the executive and legislative bodies is very important to develop a consensus 
on policies to make system-wide changes. The policy team approach is a critical component to 
addressing system issues that lend to be grounded more in tradition than in effective practices. 
Since it is often difficult to obtain interagency consensus around a common goal like recidivism 
reduction, the goal provides a mechanism to address organizational or turf battles that are 
perceived as sacred cows (Woodward, 1993). The policy team and goal driven strategy are 
designed to develop a consensus for the “seamless” system components in each jurisdiction and 
then develop the surrounding protocols. 
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Treatment and Criminal Justice Must Function As A Team. The work of the 
policy team is to define and develop policy as well as provide the needed resources. The next 
step is to carry policy into practice and operation. The policies serve as a guide to operating 
procedures by providing direction to staff in dealing with ongoing, daily issues. For example, a 
policy which states that drug test results will be shared between the criminal justice and 
treatment systems is designed to ensure that both agencies are informed of the client’s progress. 
The policy directs the supervisors and staff to develop a mechanism for sharing drug test 
information on a timely basis. At the staff level, this removes the potential for individual staff 
members to make individual decisions about whether or not they desire to share drug test results. 
It also provides an agency process to share drug test results such as faxing positive results, using 
interagency automated systems, etc. 

A team approach assists the criminal justice and treatment systems to become partners in 
the care of the individual offender in treatment. Instead of being adversaries, the criminal justice 
and treatment staff are working together. The policies guide the relationship by specifying the 
nature of the working relationship in operational terms focused on: target populations, treatment 
selection, supervision standards, drug test results, and sanctions. Traditional barriers of 
information dissemination, confidentiality concerns, and uncertainties about how information 
will be used disappear by working through these issues as a team. 

Use Drug Testing to Manage Offenders. Urinalysis allows for immediate 
confirmation of an offender’s use of drugs. While it is clearly a tool for both the treatment and 
criminal justice systems, drug testing results have not been integrated into policies on how to 
handle offenders. While many systems test offenders, few systems have policies that use drug test 
results to screen offenders for treatment programs. Even fewer systems have policies in effect 
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which provide guidelines on how to handle positive drug tests while the offender is in treatment or 
under supervision. Treatment placement and program compliance are two areas which require 
standards and practices. Working together as a team will allow the systems to use available drug 
test resources widely. Funding for drug testing comes from different sources (e.g., treatment 
programs, probation, courts, etc.). Few agencies are aware of the testing done by other agencies. 
Additionally, treatment and supervision agencies have different testing schedules, which include 
the types of drugs that are tested, frequency of taking specimens, and different levels to indicate a 
positive urine. Since drug test results are seldom shared, the other agency is often unaware of those 
results or the surrounding factors that affect test results. Drug tests have not been integrated into 
practice as a tool to manage the offender in the community. 

The Department of Justice’s recent requirement on drug testing polices for offenders 
provides an outline of many pertinent issues related to drug testing that need immediate policy and 
operational attention (U.S. Department of Justice, 1996). At a minimum, treatment and criminal 
justice agencies need to consider the overall use of testing in the system. For example, which 
offenders will be tested while in treatment? During the period of supervision? Who will be 
responsible for the testing? If testing is to be used to manage treatment and supervision 
compliance, what should be the responses to positive urine results? These are all policy issues that 
dramatically affect operations. If testing is to be used to detect potential relapses (including 
involvement in the criminal justice system), then the criminal justice and treatment systems must 
work together to ensure that their operations support recidivism reduction practices. 

Target Offenders for Treatment Where Treatment Can “Work” Targeting 
is probably one of the most difficult issues in corrections and criminal justice policies. Boot 
camps, drug treatment programs, intensive supervision, and other correctional innovations have 
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all experienced difficulties with the targeting problem (Austin, et al., 1994; Byrne, et al., 1992; 
Andrews and Bonta, 1 994). The tendency is often to provide services to ‘‘low risk” offenders, 
which some contend reduces the societal impact of the treatment programs (Andrews and Bonta, 
1994). To have an impact on recidivism and drug consumption, the focus should be on offenders 
that are both addicts as well as criminally active. By definition, this is the individual with 
significant years of abusing drugs and prior experience with the criminal justice system. 

Both criminal justice and treatment issues must define the target definition for secure 
treatment resources. From the criminal justice perspective, the offender with a prior arrest and 
conviction history is more likely to be causing harm to the community. That is, offenders' 
substance abuse habits drive their criminal behavior in such volume that the individual is likely 
to be committing many crimes. Cautious decisions must be considered in selecting offenders. 
First, the criminal justice history may also dictate that the offender is likely to be incarcerated for 
long periods of time. Targeting these offenders is likely to have little impact on crime in the 
community. Next, the legal status is an imponant variable. Many pretrial offenders use 
participation in treatment to convince judges of their sincerity about their substance abuse 
problems, only to drop out of treatment after the criminal charge has been dismissed or the 
offender is placed on probation. The focus on the sentenced offender has several advantages, 
including the offender is more likely to continue with treatment as part of the requirement of 
supervision, the offender is less likely to drop out of treatment, and the offender is more likely to 
be motivated to change his/her behavior over the long period of supervision. The recidivism 
reduction potential is therefore not likely to be realized for those offenders. 

From the clinical perspective, treatment should be targeted to offenders who will benefit 
from the services. Sociopathic offenders are unlikely to benefit from most community-based 
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treatment programs. For example, the Maryland Department of Public Safety and Correctional 
Services uses the Psychopathic Checklist - Revisited to identify offenders suitable for treatment. 
Criminogenic offenders are also unlikely to benefit from programs that do not address the 
criminal thinking skills and criminal values. While some contend that the offender’s motivation 
should be a clinical factor affecting selection decisions, recent strides in treatment processes 
illustrate that quality treatment programs can address motivational factors (Simpson, et al, 

1 997a). The use of standardized instruments to measure personality disorders, psychological 
functioning, and motivation provide system processes to select offenders for treatment. 

Three other treatment issues are the severity of drug use, type of drugs used, and prior 
treatment experience. Severity of drug use might be an indicator of need, with priority given to 
addicts that have daily habits compared to those with less frequent usage patterns (e.g., binge 
behavior, weekly use, etc.). Similarly, the type of drug abused might also be an important factor 
in determining priority for treatment given the knowledge that some addicts are more criminally 
active than others. Finally, prior treatment experience may be a useful variable to determine 
appropriateness of an offender for a particular type of program. Standardized instruments can 
ensure that treatment and criminal justice staff collect consistent information on clients, as well 
as make decisions based on agency priorities. Some agencies use instruments like the Addiction 
Severity Index as a guide to alcohol and drug problems and use the composite score of 4 and 
above to indicate criminals who are addicts (Williams and Spingam, 1997). This practice then 
assists in targeting addicts for scarce treatment services. 

The integration of treatment and criminal justice information in targeting decisions is 
frequently discussed, but infrequently applied. The difficulty in administering the policy is that 
treatment and criminal justice agencies do not share information gathered in their respective 
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disciplines. Often the treatment system does not have criminal justice information, other than 
self reported criminal justice history. Conversely, criminal justice agencies often rely on the 
offender to report prior treatment experience and drug use patterns. The focus on recidivism 
reduction policies will require triaging available treatment slots for offenders that create harm in 
the community by their^drug use and criminal behavior. Ultimately, criminal justice and 
treatment agencies will have to determine how to gather and use information from the different 
systems to make triage decisions. 

Use Treatment Matching Practices. The tendency of most systems is to place 
offenders in the first available treatment slots. Often the available “slot” is not suitable for the 
needs of the offender, but merely reflects an opening. However, using information gathered for 
targeting purposes, more informed decisions can be made about the type of offender who should 
be placed in residential, intensive outpatient, and outpatient programs. A mixture of treatment 
needs and criminal justice risk factors can assist in making this determination. For example, 
offenders with more involvement in the criminal justice system are likely to require more 
external controls (e.g., residential or intensive outpatient settings with more siracture, etc.) on 
their behavior as compared to those with less prior criminal justice history. Since meiny 
jurisdictions have some services in the jail or prison, consideration should be^iven to the 
continuity of care (e.g., suitability of the treatment philosophy and approaches) from the 
jail/prison program to the community-based program. The American Society of Addiction 
Medicine has developed a protocol for treatment placement (AS AM, 1991). Although this 
protocol does not include criminal justice risk factors, policy teams can modify their approaches 
to incorporate treatment and criminal justice needs. 
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Create a Treatment Process and Extend the Length of Time in Treat ment, 
Research continues to affirm the importance of the length of time in treatment for addicts, with 
better results usually occurring from longer participation in treatment programs. Many short-term 
residential and outpatient treatment programs are four months or less in duration (Etheridge, et al., 

1 997); few long-term residential programs (greater than six months) exist. The W/B HIDTA 
program adopted the continuum of care concept to increase the length of time in treatment for the 
offender by providing a treatment process of several different programmatic components — more 
intensive services (e.g., residential, jail/prison-based, day programs, etc.) followed by less intensive, 
traditional outpatient services. The goal is to engage the offender in treatment for longer periods of 
time with the treatment process consisting of program phases. The combination of intensive and 
less intensive services results in a less intrusive treatment environment, as well as being cost 
effective. 

Since most treatment and correctional systems thrive on episodic treatment experiences, 
policies arc required to create the continuum of care practices at the individual level. It is not 
sufficient to have an array of services without the supporting policies to move offenders through the 
continuum. These policies need to address the following: 1) establishing a reservation system to 
alert programs of the expected date of placement in their program; 2) creating a behavioral contract 
to inform the offender of the likely continuum; 3) establishing criteria for placing offenders in 
different treatment programs based on progress in the subsequent treatment program; 4) training 
criminal justice and treatment personnel on the use of a continuum; and, finally, 5) establishing 
treatment policies which step up or step down the level of care based on progress. 

Allow Behavioral Contracts to Bind the Offender, the Treatment system 
AND Criminal Justice System. A behavioral contract is tool of the treatment and criminal 
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justice systems to specify the expectations for the client as well as identify treatment and criminal 
justice services. Informing the offender of the programmatic components clarifies the treatment 
and criminal justice experiences. Core components of the contract are: 1 ) treatment programs 
assigned to and hours of therapy (e.g., each phase or treatment program should be specified, 
including jail’based treatment programs); 2) supervision schedule and location of supervision 
agent, 3) drug testing schedule; 4) graduated sanctions to identify set responses to common issues 
such as positive drug tests and missed appointments; 5) incentives; and 6) special conditions of 
treatment and/or supervision (e.g., community service hours, electronic monitoring, house arrest, 
self-help groups, etc.). The behavioral contract should be signed by the offender, treatment 
provider, and criminal justice agent (and potentially the judge) to serve as a binding contract. The 
contractual component of the plan requires all parties to be equally committed to the different 
phases of the treaunent and criminal justice protocol. 

Desigmate Special Agents For Supervising Offenders in Treatment Programs. 
To become a team with treatment, the probation and/or criminal justice staff must understand the 
treatment process and support treatment goals. This requires a close working relationship among 
the treatment and criminal justice staff. The team process in a seamless system relies on the staff to 
be considerate and supportive of the roles and needs of each discipline. Essentially, specialized 
agents ensure that a core component of criminal justice staff understand the recidivism reduction 
principles along with treatment issues. 

With a core staff, it is feasible to use the tools of corrections to control the behavior of the 
offender in the community and to increase compliance with treatment and criminal justice 
requirements. Probation involves a number of functions that can improve the integrity of the 
treaunent process such as drug testing (to confirm abstinence), collateral contacts (to identify 
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potential problems in the community, etc.), face-to-face contacts (to observe and discuss 
treatment progress and compliance with general court conditions), and community service (to 
help repay society for the crime and to fulfill sentence obligations). In addition, the probation 
officer can modify most conditions of the sentence (within a range) to intensify the structure 
should the offender have difficulties in the ireatment/supervision or reduce supervision/structuie 
through treatment services. The supervision services offer the potential to enable and facilitate all 
services by monitoring the offender’s performance. Supervision provides the leverage of the 
criminal justice system to keep the offender in the appropriate treatment services (Visher, 1990; 
Collins and Allison, 1983). 

Sanction Non-Compliant Behavior. A cornerstone of recidivism reduction policies 
addresses the area of non-compliance, or the “what to do with” practices of how to address 
offenders who fail to fulfill treatment or supervision conditions. Contingency management, 
token economies, and behavior modification systems are systemic practices that are used in the 
treatment field to address compliance. Sanctions provide the tools to hold offenders accountable 
under their behavioral contract. The sanctions are essentially preventive measures to reduce 
revocations and recidivism, as demonstrated by the D.C. Drug Court (Harrell & Cavanaugh, 
1996). 

Sanctions policies must have four components. First, the infractions or violation 
behavior must be clearly identified. By informing the offender of the negative behavior, the 
process clarifies expectations for the offender. Typical infraction behaviors are positive urine 
tests, missed appointments in treatment or supervision, and failure to abide by program 
conditions. Second, the sanctions must be swift, or occur shortly after the behavior at issue. As 
a rule, it is important to have the sanctions occur within 24 hours of the behavior, which reduces 
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the denial of the behavior by the offender. Such a policy also requires the treatment and criminal 
justice systems to respond appropriately to potential crime-producing behavior. Third, the 
sanctions must be certain or clearly specified, so that the offender is aware of the consequences 
for violating the treatment and supervision norms. An example of certain responses includes 
specified days in jail, hours of community service, or increased reporting requirements. The 
certain responses clarifies for the offender that the lack of compliance will result in a negative 
response. The final component of the sanction schedule is the progressive nature of the 
responses. It is unlikely that the response for negative behavior will be the same each time the 
offender fails to comply. Instead, a sanctions schedule increases in severity as the offender 
continues to persist in violating treatment and supervision rules. An example is the following: 
the first positive urine results in one day in jail, the second positive urine results in three days in 
jail, and the third positive urine results in five days in detoxification. This type of progressive 
schedule makes clear that the consequences become more severe as the offender continues to 
persist in his/her negative behavior. 

Developing a set of polices that are agreed upon by the criminal justice system will 
require input from treatment providers, criminal Justice actors, and the judiciary Most 
treatment programs and probation agencies have their own individualized policies addressing 
noncompliance with program conditions. In the seamless system, the systems agree on a set 
protocol as mechanism to reduce recidivism. The agreed-on policies then help to ensure that 


2 The use of sanctions may be affected by the statutory authority of the probation and/or parole agents in a given 
jurisdiction. In some jurisdictions, probation and/or parole officers ci^not incarcerate an offender without 
approval of the judiciary, in oUier jurisdictions, the agents have the authority. Since the department is 

generally responsible for executing court orders, the sanction schedules should be developed in coordination with 
the criminal justice system, particularly judges. 
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treatment and criminal justice agencies respond appropriately to infractions; this reduces the 
likelihood that staff will not respond to non-compliant behavior. 

REWARD POSITIVE BEHAVIOR. Infrequently the criminal justice system acknowledges 
positive achievements made by offenders. An incentive system, similar to a sanctions schedule, 
provides an opportunity to formalize recognition for good behavior so that restraints on the 
offender are reduced as progress occurs. An incentive system should be swift, certain, and 
progressive in the same fashion as a sanctions system. The system provides the positive 
reinforcements often missing from the criminal justice and treatment systems. Positive 
incentives provide a rationale for the offender to comply with treatment and criminal justice 
conditions and rewards the attainment of individual goals. In a seamless process, the good and 
the bad must be equally recognized. 

Focus ON Quality, Not Quantity. The seamless system underscores the importance 
of policy-driven practices to reduce recidivism. A critical component of recidivism reduction 
practices is improving outcomes of offenders. Generally this involves ensuring that the treatment 
and criminal justice systems have the appropriate quality control measures in place to fulfill their 
obligations. This may require reallocating existing resources to commit to the desired outcomes. 
It also may result in some short time changes in the number of offenders that can be served 
through the process. Many agencies operate from a mindset of trying to serve the maximum 
number of clients possible. Although criminal justice agencies seldom have the opportunity to 
limit their “clientele”, the seamless system process provides the forum to focus on outcomes. 

Tide to this is the realization that quality programs and services produce these outcomes. TTiat is, 
each system may determine that existing resources available in the treatment and criminal justice 
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systems can sufficiently provide quality services to a set number of offenders. Squeezing more 
clients into the process may dilute its effectiveness. 

An important component of quality is in the type of treatment services offered. The 
tendency of the criminal justice system is to offer less intensive, less expensive services. Self- 
help groups and educationally oriented services (although valuable service units) dominate the 
field (CASA, 1998). Yet, to achieve the gains from treatment, other clinical services are needed 
(e g., therapeutic community, cognitive behavior skills, milieu therapy, etc.) (Lipton, 1995; 
Andrews and Bonta, 1994). The focus on outcomes helps systems redefine their service systems 
on quality or services that are more likely to change behavior. The emphasis on scientifically 
proven interventions will show gains in better outcomes. 

Summary 

Effective treatment services are synonymous with effective criminal justice services. The 
seamless system protocol provides a systemic process to address some of the criticisms of the 
existing service offered by treatment and criminal justice agencies. It removes discretionary 
practices and institutionalizes operations to address the traditional barriers to treatment for 
offender populations. Many scholars, policy makers, and practitioners highlight how critical it is 
to provide good treatment services to ensure that the public has confidence in criminal justice 
polices. Through the seamless system approach, it is feasible to ensure that these policies 
become operational. 
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Mr. Barr. Thank you, Dr. Taxman. The gentleman from Wis- 
consin, Mr. Barrett, is recognized for 5 minutes. 

Mr. Barrett. Thank you, Mr. Chairman. I appreciate the time. 

Mr. Hill, you talked about the need for testing in jails, and a 
question for you which pertains to the question I asked to the ear- 
lier panel: Do you think, as we look at the pie, we should be taking 
resources out of other areas and putting them into treatment; or 
do you think this calls for additional resources for treatment? 

Mr. Hill. I think my testimony suggested that sometimes there 
is a misperception that when you say prisons, you mean jails too, 
and the legislation we often see doesn’t include jails in the system. 
I remember in your previous question you asked if we should be 
reducing the moneys going into treatment, and the answer is no. 
I would certainly like to see that pie divided up a little bit and see 
more going into jail treatment programs because I think they are — 
they have a real good success rate. 

Mr. Barrett. Are we the ones that tie your hands, or do you find 
you are stymied in getting funds more at the State level? Is it the 
language within the Federal legislation when the money goes back 
to the States, or is it State polic 3 Tnakers who would rather put the 
money into State prisons? 

Mr. Hill. Jails are generally not mentioned in the legislation, 
and that is something we are calling to your attention; that we 
need to do that, to specifically mention local jurisdictions in any 
legislation. 

Mr. Barrett. That’s helpful for me to know that, because I was 
under the impression that jails were eligible for the dollars, and I 
would agree with you that might be a place. 

Mr. Hill. I am not aware of any dollars being available to jails. 

Mr. Lipton. The localities are specifically referred to and they 
are set by legislation. However, the downside is the period of time 
which is required, which is 9 to 12 months’ treatment; whereas 
these gentlemen on my right are both asking for 90 days’ treat- 
ment, which would not be permissible under the current legisla- 
tion. 

Mr. Barrett. Does your suggestion that we include jails include 
a component to that; that there would be aftercare? Again, I think 
Dr. Lipton and Dr. Taxman both believe that is something 

Mr. Hill. I think everyone who has testified today agrees we 
need aftercare. Absolutely, that should be part of any legislation; 
aftercare and some kind of measures of success, if we can come to 
some agreement as to what success of drug treatment programs 
are. 

Mr. Barrett. OK. Mr. Pratt, in order for jail-based treatment to 
work, what systems must be in place to continue treatment and 
achieve optimal results? 

Mr. Pratt. Well, it originates in the courts. We persuaded the 
courts to send people into treatment for 90 days in Indianapolis 
and to mandate a followup, namely probation. And later on, the 
success of this was augmented by giving the GED to our people and 
job placement. So that now we have a jail specifically for addicts. 
It’s completely used by community corrections for that purpose and 
the individuals get 90 days’ treatment and then go into a work re- 
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lease center and into probation. Those are all things established 
now under community corrections. 

I would add a word that the present legislation mandates at 
least 6 months’ treatment. The reason we need new legislation is 
that people aren’t in jail 6 months. Ninety days is much more the 
usual amount of time, and therefore the new legislation wants to 
reduce the jails from 6 months’ to 90-days’ treatment. That’s one 
of its primary objectives. 

Mr. Barrett. Dr. Lipton. 

Mr. Lipton. The average length in jails, according to the AJA 
survey, is 79 days for sentenced inmates, which is obviously under 
90. So what you need is not that you can’t do treatment in that 
span of time; you can initiate treatment and you can link an indi- 
vidual into continuing care in the community, and that seems to 
be, in my judgment, the most effective use of jail and prison treat- 
ment; to start the program and then link it, but link it through the 
drug court pressure or other criminal justice pressure so that the 
individual on probation must continue the treatment for any span 
of time subsequent. 

If you don’t do that, you are wasting your resources, because all 
of the evidence points to the fact if you just do treatment up to the 
time of the release from prison, you will have very, very little im- 
pact. 

Mr. Barrett. Dr. Taxman, you wanted to add something. 

Dr. Taxman. Yes, I wanted to add something. I think we all sup- 
port the jail treatment and in providing services in the jail, and as 
Dr. Lipton mentioned, the question is what type of services and for 
how long. We have, as part of the HIDTA project, we have a pilot 
in one area that has a lot of promise, particularly with the short 
timeframes, which is this notion that you need to do treatment 
readiness. 

We make very common assumptions that just because you tell 
someone they need to go to treatment or you offer a service that 
people are prepared to accept that service, and when I say ''pre- 
pared to,” I mean in terms of the mental and physical capabilities. 
There is a new model of treatment right now called treatment 
readiness which would work very well in the jail environment 
where you begin the preparation, the psychological and sociological 
preparation, and then through the continuous criminal justice le- 
verage, give someone a guaranteed position in a community-based 
program outside of the jail. 

Now, what we have found within the one piloted program which 
actually occurs in the Washington, DC area, is that most of the of- 
fenders needed residential substance abuse programs. They needed 
the structure, so the model that Washington, DC is using as part 
of the HIDTA program is the assessment orientation period for 30 
days, followed by 90 days in a residential treatment program, fol- 
lowed by another 90 days in intensive outpatient program, and 
then aftercare services. So they have really got a system in place 
to move the client and use the leverage of the criminal justice sys- 
tem to retain that person in treatment. 

Mr. Barrett. To followup on that, as you are probably aware, 
there has been some criticism of the Baltimore-Washington HIDTA 
because it does have a treatment program. What is your best re- 
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sponse to the critics who say it’s inappropriate to have a treatment 
component in the HIDTA? 

Dr. Taxman. I think my best response is to ask the critics to con- 
tact some of the local police chiefs that participate in the executive 
committee, because I think one thing those local police — and when 
I say “local,” I actually mean State and Federal and local police of- 
ficers — would say is that they now understood what treatment is. 
When they came to the table, they didn’t really understand that 
treatment is a demand reduction and they didn’t see the benefits 
they could occur from treatment. 

But if you talked to Commissioner Frazier, who is the police chief 
in Baltimore City, or if you talked to Chief John Farrell, who is the 
police chief from Prince Georges County, or some of the U.S. attor- 
neys, you will find that what they will tell you is they now under- 
stand that treatment can actually reduce the criminal behavior and 
the police can rely upon that now as part of some of their strategy 
to reduce crime in the communities. 

So my first suggestion would be to talk to, you know, the police 
chiefs. 

The second part is this understanding that most people who 
came to the HIDTA executive committee came thinking treatment 
is soft and feely and it makes someone feel good. They didn’t think 
about it as outcome based or crime reduction, but our data in the 
retention in treatment helped people understand there are benefits, 
particularly when they see the drug dealer who has a record of 25 
prior arrests, which means they are on the street probably some- 
where around 15 hours a day dealing drugs, and they are now ac- 
tively involved in treatment programs within their communities, 
and then helping younger kids. Part of this effort is really to un- 
derstand that treatment isn’t the soft and feely image that a lot of 
people have; it really has a benefit to reduce crime. 

Mr. Barrett. Thank you, Mr. Chairman. 

Mr. Barr. Thank you, Mr. Barrett. 

I am becoming a little overwhelmed by statistics up here. I am 
left with a little unease with the statistics and, you know, we see 
it from some of the other witnesses in some other studies. There 
is one study here, and I think, it is from one of the witnesses on 
the first panel. This was included in their testimony; that according 
to the DATOS, only 5 to 10 percent of subjects in treatment stay 
in the programs. But yet one other figure that one of you all men- 
tioned, I think, was 85-percent retention. Then I see some of the 
other testimony — I think included in your testimony, Mr. Pratt, you 
talk about — at the bottom of page 4, and the copy I have here is 
pretty close to illegible— it’s either 30 or 50 percent of 25 percent. 
That’s talking about recidivism rate, and I know mixing apples and 
oranges is easy to do with all of these statistics, but I am left with 
a little unease about the percentage rate, and I am not sure it’s 
really fair to characterize it as just because people aren’t indicted 
within any year or something after they get out, that that is really 
a fair measure of success. 

I am a little bit concerned about that and I don’t know if we can 
resolve it today. There are just so many statistics floating around, 
but maybe if you all could take it. Dr. Taxman and Dr. Lipton. 
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What are the actual figures? Is there any way of telling how suc- 
cessful these programs are? 

Mr. Lipton. There are about five national studies that have been 
conducted over the last 25, 30 years. There is a general level of 
consistency with respect to the positive outcomes, and these are the 
kinds of outcomes that the National Institute on Drug Abuse has 
been talking about over the years. 

The differences that you are hearing are in part because we have 
been talking about criminal justice based programs done in prison, 
which have much higher retention rates than programs done in the 
community, where there is no compulsion for an individual to stay 
in a program. When an individual volunteers for treatment, they 
can turn around and walk out if they are in the community and 
not under any criminal justice leverage. Perhaps that underscores 
Dr. SateFs point about the use of leverage. 

Do these programs work? And the question has to be asked in 
the framework of with what kinds of drugs, with what kind of peo- 
ple, over what span of time? And there are obviously a whole series 
of dimensions which we would need to attend to. And what we do 
know is that we have more success with heroin users using metha- 
done programs, for example, than we have for heroin users using 
any other method. 

We do know that outpatient programs do not produce the same 
level of outcome with very serious drug users that therapeutic com- 
munities do. And as we begin to look at subsets of the population, 
we see different kinds of outcomes, which accounts, perhaps, for 
some of the confusion that relates to differences in rates. But gen- 
erally, the rates that are for each subgroup tend to be fairly con- 
sistent over time, and the results are that if you have no coercion, 
no leverage, and individuals, simply volunteers, walks into treat- 
ment and he is out in the community, you have very low retention. 
Very low. 

Mr. Barr. Would that also make the figures themselves suspect 
if you are basically talking about self-reporting or relying on that 
amount for all these people that don't have a history of being truth- 
ful. 

Mr. Lipton. But the correctional drug abuse studies are all using 
biological specimens for determination as to their effectiveness, not 
simply self-reporting. 

Mr. Barr. Dr. Taxman, if you could also maybe address briefly 
the question of funding. I mean, you all make a case for testing and 
treatment. In fact, the Federal Government does provide substan- 
tial sums of money. The difficulty we run into sometimes is trying 
to figure out exactly where the money is being used. The sum of 
$3.2 billion is a lot of money, at least by the standards of my con- 
stituents and probably most citizens in our country, yet that $3.2 
billion, we have a very difficult time figuring out exactly where it's 
being used. 

And perhaps some questions that we may have for some other 
panels, including perhaps some folks from HHS, would be where 
exactly is the money being used. If we only have a small number 
of programs, where is the rest of it being used? 
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So we are having somewhat of a difficulty from our standpoint 
tracking this money from an oversight perspective. And you all 
may have some questions about that as well. 

Dr. Taxman. 

Dr. Taxman. If you wouldn’t mind, I would like to sort of go back 
and clarify one point. It was Dr. Satel who gave the retention rate 
issue of 20 percent, she was talking about those that volunteer for 
treatment. If you look at the studies on program completion which 
are not self-report, they are program data from the pro^ams them- 
selves, they are very low for the volunteers that Dr. Lipton talked 
about. But on average, the retention rates are about 50 percent for 
criminal justice clients with these clients doing better than volun- 
teers, if you look at program data records. 

This leads to the question you have asked more directly, which 
has to do about funding and your difficulty of trying to find out 
how many programs are out there. I think part of the issue is that 
the majority of funds are block grant dollars that are given to 
States and the States then give them to the localities to put in 
place programs. Unfortunately, as was noted, there used to be a cli- 
ent data system. 

Mr. Barr. I think that is only about a third of $3.2 billion, so 
that still leaves sort of $2.2 billion that we can’t really figure out 
where it goes to. 

Dr. Taxman. There are discretionary programs that come out of 
some of the OJP programs. 

Mr. Barr. My only point, and it is not critical of you all, maybe 
you all can help us try and track where the money — I mean, there 
is a substantial amount of money that has been appropriated out 
there for precisely the kind of programs you all are advocating. 

Dr. Taxman. And I think if you look, and I can only speak be- 
cause I have looked at how the block grants run through different 
States, is that the funds get used for administrative costs instead 
of going directly into programs. 

My only concern about the block grants, and even some of these 
discretionary grants, is having a reporting system in place that 
deals with program retention rates so you can use that to really 
gauge, performance measures about programs. 

But I think, you know, some surveys of different States begin to 
ask what treatment programs are out there and who funds them, 
most of these programs have multiple funding sources, and so they 
are always trying to scramble to get programs. 

Mr. Barr. Thank you. 

Mr. Barrett, would you have any objection? I have a couple of fol- 
lowup questions. 

Mr. Hill, I guess I would direct this to you because of your par- 
ticular background, but maybe Mr. Pratt also. Most inmates, either 
in jails or prisons, are there pursuant to State criminal offenses, 
not Federal. Are you aware of any law — of any State that prohibits, 
by law, drug testing of inmates of jails or prison facilities, or any 
State that prohibits drug treatment? 

Mr. Hill. None that I am aware of, no. 

Mr. Barr. I don’t think that there are, and therefore it seems 
that really the primary focus really ought to be with State officials. 
In your experience, where does the opposition to these sorts of pro- 
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grams at the State level come from, the use of moneys for testing 
and treatment? Is it essentially a fiscal objection; is it a lack of in- 
terest on the parts of State governments to tackle this problem and 
provide for drug treatment and testing at State facilities or county 
facilities? Where is the main problem? 

Mr. Hill. Are you speaking in terms of Federal funding? 

Mr. Barr. No, State. Since the primary problem, really, given the 
number of inmates being primarily those who have committed 
State offenses and are in State or some county holding facilities, 
it seems to me the first place we ought to look to address the prob- 
lem of why aren’t there more treatment programs should be State 
governments. And is there something we need to be aware of why 
State governments are opposing or don’t seem to be addressing the 
problem? 

Mr. Hill. I would believe it’s a matter of dollars, that they sirn- 
piy don’t believe they have the number of dollars. In Pennsylvania 
currently, most county jails, their populations are about 28 to 30 
percent State prisoners, those who could be serving their time in 
State prisons, and we are not receiving funding for that. So I don’t 
see the impetus coming from the States to fund localities. I don’t 
think we are seeing that in government today. 

Mr. Barr. And no matter how much we do in the Federal Gov- 
ernment, there is only so much of a problem that we could tackle. 

Mr. Hill. Well, we call the Feds Uncle Sam because he has all 
the money. We tax everybody and the States try to come in and 
get some cf that money, so we look to “Big Daddy” to give us the 
money, I guess. 

Mr. Barr. Well, I understand what you are saying and I know 
you are only being partially facetious; but the fact of the matter is 
that this really is primarily a problem that ought to be tackled by 
the States. I am not aware whether there are groups out there that 
are really addressing this at the State level. That would be very 
helpful to us at the Federal levels, and this should not be the tail 
wagging the dog. This might be an area where a great deal more 
focus by advocates and experts such as yourself could be of help in 
urging State legislatures to address this issue. 

Mr. Pratt, did you have any thoughts on that before I ask Mr. 
Barrett if he has any additional questions? 

Mr. Pratt. Well, one of the things that have influenced that, of 
course, is the provision of the funding for drug-alcohol treatment 
in the 1994 act that allowed the States to give treatment in the 
State penitentiaries, and 15 percent of that money was to have 
gone for the county jails. And because of the factor we discussed 
earlier, that they mandated 6 months’ treatment, the county jails 
didn’t get the money. We found it very difficult, in Indianapolis, to 
get money for random drug treatment. We are still battling that 
battle, a very good use of the funding. 

I conclude, too, by saying that your question about the validity 
of the effectiveness of tms treatment needs to be clarified. Our five 
studies show an average 54 percent of people not coming back to 
jail 2 years after treatment. That’s a very hard figure. The reason 
I say 25 percent has to be subtracted from that figure to be really 
accurate is because the Department of Justice shows that 25 per- 
cent of all persons do not come back to prison at all. You are get- 
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ting a 25 percent, you might say, natural cut in recidivism. So the 
most we can attribute to the effectiveness of this program is about 
25 to 27 percent. 

As Dr. Lipton said earlier, that's a tremendous figure. It’s one of 
the greatest figures in the reduction of crime that we know about. 

Mr. Barr. And another audience to which you might address 
those particular points, in addition to State governments, is the 
Secretary of HHS, because they were the ones that have control 
over the lion’s share of our $3.2 billion which was appropriated in 
the current fiscal year. So that really ought to be another audience, 
not just those of us up here. 

We can’t micromanage, or at least we don’t want to be in a posi- 
tion of managing HHS or any other departments. But again, if you 
all as experts can bring that to bear in the department and help 
us direct those moneys to these sorts of programs, we might see 
more of an impact. 

Let me just ask Mr. Barrett if he had any final questions. 

Mr. Barrett. I have talked a lot today or made reference to the 
problem of resource allocation, and one of the things this Congress 
has done is pass le^slation that sends money back to the States 
for prison construction, something that is very popular, obviously, 
among people who feel that people who commit crimes should be 
locked up for long periods of time. 

My question for each of you is, would you support — and there is 
legislation pending — do you think it’s a good idea to allow the 
States to use some of that money for drug treatment, which would 
mean they would not be using it for prison construction, but it 
would be used for drug treatment in prisons or in jails, obviously, 
something that some of you favor — would that be something you 
think would be prudent to your health? 

Mr. Hill. I think it would be prudent if we put some caveats on 
it, that we want to know that the treatment is effective; we want 
to agree on what are the measures of success. I don’t think I have 
heard any agreement on what the measure of success is to any of 
the programs. I don’t think we should be investing any money into 
a program unless we know what the outcomes should be and that 
we have some clear measures of that, so that we know we are get- 
ting the bang for our bucks. 

Mr. Barrett. Mr. Pratt. 

Mr. Pratt. About a year ago, I went to both Members of the 
House and the Senate with a very similar request to the one that 
you are considering, and I got very negative results. I fell back 
upon the promotion of the legislation I described — where we would 
use a percentage of the State funding in the 1994 act for the county 
jails — that mandates 10 percent of that. That was about the best 
response I could get from the Senate and the House. 

Mr. Barrett. Dr. Lipton. 

Mr. Lipton. Yes. The answer I give you is that unequivocal test- 
ing, sanctions and treatment, use of that money clearly is nec- 
essary and needed. However, the real important caveat is if we 
apply treatment on a much broader scale, we are going to run out 
of trained people like that. If we start doing treatment with un- 
trained people, our success rates which we have been talking about 
are going to go like that. 
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So we need to couple the investment in treatment, however, out 
of whatever source it may come, with improved training, scholar- 
ships, internships, programs that would sponsor forensic psy- 
chology departments to produce trained individuals for these kinds 
of programs. 

Mr. Barrett. I understand. Dr. Taxman. 

Dr. Taxman. I agree with Dr. Lipton, unequivocally, yes, and I 
would also hope you would think about imposing or using some of 
the RSAT criteria in terms of having a timeframe for these treat- 
ment programs, because I think that it is very beneficial to get the 
types of outcomes that everyone desires. Also by loosening the re- 
quirements to allow for RSAT to pay for some of the services in the 
community so we can put in place as part of systems of care, and 
also using that for the supervision component. 

That is one part, although, you know, I understand Mr. Barrett’s 
point that this is not typically a Federal responsibility, it is a State 
and local responsibility. It is an area in which there is a real need 
to focus in, because we can’t supervise offenders in treatment when 
you have a probation agent that has 200 offenders on their case- 
loads. 

Mr. Barrett. Thank you, Mr. Chairman. 

Mr. Barr. I would like to thank the distinguished ranking mem- 
ber and I would like to thank members of the panel. We do need 
to conclude. 

If there is additional material, I fully anticipate that we will be 
holding additional hearings on these matters, and if there are addi- 
tional materials you would like us to consider or additional ques- 
tions you believe we ought to be posing to other witnesses, for ex- 
ample, with Government agencies, please submit that material to 
the subcommittee chairman, Mr. Hastert. 

Again, whatever materials you all have submitted today will be 
included in full in the record. We appreciate very much your time 
and expertise. We are hereby adjourned. 

[Whereupon, at 1:14 p.m., the subcommittee was adjourned.] 
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